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This study examined the effects of case management treatment with African-
American low income single mothers involved in Welfare Reform.
The study assumed that women receiving case management interventions would
have improved social adjustment and report higher levels of self-efficacy. The case
management twelve core functions (direct services) were the independent variables.
A pretest/posttest experimental group and control group design was used to gather
data about the participant’s social adjustment and self-efficacy levels. The t-test and
ANOVA were used to analyze the data.
The researcher fmmd that the experimental group, who received the case
management intervention showed improvement in social adjustment and self-efficacy
levels. The findings suggest that case management is a viable mode of treatment for this
population. The changes in role functioning, and coping and problem-solving skills
indicated the experimental group participants were moving towards independence from
the Welfare System.
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Case management was an important component ofcommunity counseling.
Although once considered a social work domain, community counselors were expected to
utilize a holistic approach to provide counseling, support, and referrals for client’s basic
survival, medical, psychological and social needs. As more counselors accepted jobs in
community settings (e.g., mental health centers, substance abuse treatment centers, other
govermnent grant projects etc.), it was essential that they were cognizant of various
mental health populations, their needs and stressors. Therefore, it is was also important
that community counselors were trained to perform both counseling and social service
modes of treatment (Austin, 1983).
The concept of case management in this study referred to one entity assuming
responsibility for the coordination of services for low-income single African - American
women involved in the Welfare Reform. The participants were unable to maneuver
through complex and diverse social service agencies. The Georgia Department OfHuman
Resources, Department ofMental Health, Mental Retardation and Substance Abuse
(1986) identified twelve services provided by case management. These services were:
client identification, assessment, individual service planning, linkage, coordination,




Roberts-Degennaro (1987), stated that case managers were the individuals who
implemented community services. They also acted as advocates for changes in the client’s
lifestyle. They developed a long-term helping relationship with clients that involved trust,
caring, unconditional regard, genuineness, and respect (Gerald, 1990). All areas of the
client’s physical, psychological, and spiritual life were evaluated and examined before a
course of treatment was determined. Family members, significant others, and other
support systems, were also involved in the treatment process.
Case management was first introduced in the 1800's, in response to the multitude
of immigrants relocating to the United States. Case managers made home visits, provided
social service referrals, and assisted with the acclimation to American society (Georgia
Department ofHuman Resources, Department ofMental Health, Mental Retardation and
Substance Abuse, 1986). The concept was re-introduced in late 1971, as a component of
mental health treatment for the chronically mentally ill (Grob, 1983). There were several
factors important to the development of case management as a mode ofmental health
treatment: (1.) psychotropic medication, (2.) deinstitutionalization, (3.) community
mental health centers, and (4.) community-based programs. As a result, community
programs were developed. They provided the mentally ill with the opportunity to live
independently within their communities. It was assumed this population would maintain
stability and quality community living with the assistance of the services of Community
Mental Health Centers. Community-based treatment included: medication, fi'equent
interaction with community mental health centers, participation in community-based
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programs, and utilization of other community support systems.
In the mid-1970's, the National Institute ofMental Health (NIMH) conducted
research and evaluation of these programs. The outcomes indicated that programs were
providing the services mandated by law: assessment, individual treatment planning,
medication administration, individual and group coimseling, day treatment, crisis
intervention, and commimication with family members and significant others (Joint
Commission Accreditation ofHospitals, 1976). Data also indicated that these
interventions were successful with some clients, whereas other clients showed no
significant decrease in decompensation and re-hospitalization. Based on the conclusions
from the research at NIMH, it was determined that funding was needed to develop a
mental health system that would: (a.) form an interpersonal relationship with clients, (b.)
address client needs, (c.) act as the agency that assumed responsibility and accountability
for providing client services, and (d.) advocate for bridging gaps in the delivery of social
services. Case management was the identified system ofmental health treatment to
provide this service.
Subsequently, numerous research studies were completed in the 1980's. They
provided data on both case management components and the implementation of services.
The data were based on feedback from case managers, clients, family members, other
support systems and referral agencies. For example, Hargreaves, Shaw, Shadoan, Walker,
Suber and Gaynor (1984) examined two programs (X and Y) that utilized the case
management components of continuity of care and intensity of intervention. Assessments,
were also made about consumer willingness to participate in attainment of identified
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goals and objectives; consumer status (volimtary/involuntary); problems encountered with
other agencies; and services for basic survival (medical, psychological, and social). The
results revealed the following: Case manager Y was more involved with the client when
she/he was living in the community. The results also indicated Case Manager X provided
continuity of services, both while the client was in the commimity and in the hospital.
Case managers X and Y utilized both proactive and reactive methods. Both established
working relationships with therapists, family, social service agencies, and significant
others (e.g. spouse, friends, neighbors) They also provided advocacy services for clients.
Chamberlain and Rapp (1991) examined and evaluated case management
implementation and interventions associated with personal communication, housing,
community living, community based services, vocational training and hospitalization
(recidivism). The following conclusions were made: (1.) Several models of case
management were being utilized and produced positive results; (2.) the effects of case
management were measurable after a one year interpersonal relationship between case
manager and client, and (3.) realistic goals and interventions developed by the case
manager and client were attainable.
The results of studies completed in the 1970's and 1980's supported the need for
case management services. The case manager assumed responsibility for coordinating
services for mentally ill clients. Leukefeld (1990) believed the positive impact of case
management services influenced other health disciplines. These included: mental health,
education, nursing and physical health. Consequentially, the National Institute ofMental
Health has provided support and funding for the development of case management
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systems for other “in need” populations. These populations included clients who
exhibited such risk factors as: mental retardation, old age, physical disabilities,
HTV+ZAIDS, substance abuse, high risk youth, homelessness and low-income single
mothers.
Evolution ofthe Problem
Case management has been effective with many high risk populations (Leukefeld,
1990). Low-income single mothers were now considered part of the high risk population
after the implementation of the Welfare Reform Act of 1996. Many of these women had
children in the 1980's. As a result, they were part of the data that supported the 30%
increase of low-income single mothers since the 1970's. Katz (1995) noted that in recent
years society has shifted towards a more moralistic and conservative view. Public
opinion was that men and women should only have babies if they could support them
emotionally, physically, and financially. These views have been incorporated in the
Welfare Reform Act of 1996. In the late 1990's, low-income single mothers, (with
children 5 years old or older), were among the first group to feel the effects ofthis reform
effort. Many, were second and third generation welfare recipients, and have not
experienced any other way of life. During the past 60 years, their role models were
women who have two or more children (without marriage), and were high school drop¬
outs. Role models had little or no work experience/training, and depended on welfare
checks and food stamps. There were also few positive male role models (Katz, 1995).
In 1995, the United States Department ofHealth and Human Services, Public
Health Service, Substance Abuse and Mental Health Services Administration, Center For
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Substance Abuse Prevention (CSAP) Section 517 (g) of the Public Health Service (PHS)
(1995), defined high risk populations. These risk factors were: (1.) Age range (one month
- 21 years old), (2.) children of substance abusers, (3.) victims ofphysical, sexual, or
psychological abuse, (4.) chronic failure in school, (5.) high school drop-out, (6.) teen
pregnancy, (7.) economically disadvantaged, (8.) committed or been involved in a
violent/delinquent act, (9.) mental health problems, (10.) suicide attempt(s), (11.) long¬
term physical pain due to injury, (12.) early sexual experimentation, and (13.)
homelessness. Low-income single mothers exhibited several risk factors that included,
but were not limited to: chronic failure in school, increased school drop-out rates, early
sexual experimentation, and teen pregnancy.
As this population prepared to comply with Welfare Reform, various areas of
social functioning were examined. The modifications or changes required were
implemented to ensure successful integration into mainstream society. Two areas that
impacted their progress were, level of functioning in different social environments and
self-efficacy. It was clear that low-income single mothers were faced with many changes
to their current lifestyle. Therefore, assistance was needed as they made the transition
from welfare dependency to functional members of society. The concept ofwork and
taking care ofoneself, and family was new. Therefore, there was a need for case
managers to assist, guide and support these individuals as they entered into the unknown
world of self-sufficiency.
Longino, McKeima & Hendrick, (1996) gathered data about the number of
unmarried teen mothers in the United States. They found the teen pregnancy rate, had
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increased from 33% in 1960 to 81% in 1990. The state ofGeorgia had the highest number
of teen pregnancies in the country. During the period of 1986 - 1994, the number of teen
pregnancies (ages 10-14) increased from 584 to 1,034. Other research has identified
additional risk factors for this population such as; cognitive, emotional, and social
changes, low educational levels, elevated school drop-out rates, deficient employment
skills, and increased utilization ofpublic financial assistance (Aid to Families with
Dependent Children (AFDC). According to Rodriquez & Moore (1995), “their babies are
also at high risk ofphysical, social and cognitive problems and deficiencies” (p. 85).
These were the characteristics of the low-income single mothers and their children
involved in Welfare Reform. Case managers were knowledgeable about these risk factors,
as they implemented case management services for this population.
The recent emphasis by Congress on Welfare Reform had a major impact on low-
income single mothers. There was decreased public support from both the Democrats
and Republicans. As a result, new policies were initiated to address this social issue.
Republicans advocated marriage before children, the ability to support children, and
emotional stability/maturity ofparents. Katz (1995), refers to the House Republicans
introduction in January, 1995 of a proposal, “Contract With America” (p. 160) that
planed to: (1.) Deny Aid to Families with Dependent Children (AFDC) under the age of
18/21; (2.) Deny AFDC to mothers who did not identify their child’s father; and (3.)
Provided no increase in AFDC for additional children. Democrats supported the idea that
it was unfair, senseless and unrealistic for persons to have babies they were not able to
support. By 1997, Linder stated it was apparent that these two views were becoming more
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integrated concerning the issue of unwed pregnancy, as evidenced by the signing of the
Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (P.L.
104.193).
Low-income single mothers needed assistance from professionals as they adapted
to changes in their lifestyle. Case managers provided an essential service as they assisted
this population’s attempt to maneuver through various social service agencies and job
training programs in an effort to become self-sufficient.
Statement ofthe Problem
Welfare Reform has impacted low-income single mothers. They were the first
generation in the past 60 years not dependant on governmental entitlements, (i.e., AFDC
and food stamps) for basic survival needs. Castro (1997) discussed the Personal
Responsibility and Work Opportunity Act of 1996, and the guidelines for mothers, who
received benefits. They received Temporary Assistance for Needy Families and food
stamps for five years. Within two years, theymust either have completed high school or a
GED program. The guidelines also stated that participants must be enrolled in a job
training program, secured a job or volunteer at a community agency or program. Children
under 18 years old and pregnant, were no longer eligible for public housing and
individual benefits. Theymust live with their parents, who were often low-income single
parents. Mothers were also responsible and accountable for school age children’s
attendance at school. It was also required that they revealed the paternity of their children
in an effort to collect child support. They were also required to participate in community
service programs.
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As low-income single mothers were faced with the challenge ofbecoming self-
sufficient and providing for their children, they also began to use new social and work
skills. They needed assistance as they used social support systems, developed appropriate
skills for new social environments, and identified their competency in various roles. Case
management was successful with other high risk populations such as, the mentally ill,
HIV/AIDS clients, the homeless, teen pregnancy and substance abusers. As a result, case
management was a practical choice to provide services to assist this population as they
made the transition to mainstream society.
Significance of the Study
Austin (1990) reported that research has consistently supported case management
as an effective paradigm with mental health and other high risk populations. The
increased number of low-income single mothers during the past thirty years and proposed
welfare reforms have presented a new group ofclients for case management services.
Many low-income mothers were unprepared cognitively, emotionally, and financially to
address the implied changes in their lifestyles.
Most low-income single mothers were familiar with and utilized basic survival
types of social services. These included AFDC, medical and housing services. As these
clients moved towards the goal of self-empowerment, they needed assistance to access
other necessary services to attain this goal. Case managers provided case management
services, support and guidance. These services were important, as these clients examined
and entered programs that focused on education, career choices, job skills, job training,
child care, life skills and problem-solving/coping skills.
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By the 1990's societal views on repopulation (e.g. married mothers appropriate
and imwed mothers inappropriate) were changing. Parenting and child rearing ofunwed
mothers were examined. It was critical that this population received the necessary
assistance from professionals, as they prepared to cope with changes in a lifestyle that
was accepted for the past sixty years. Case management was a service that influenced




Case management emerged as amode of treatment for both mental and physical
problems. This chapter examined research about case management during the past
twenty-five years. During this period, case management experienced growth in the
following areas: (1.) legislation, (2.) funding, and (3.) treatment modalities. The literature
search provided several sub-topics which supported the need, development, and
implementation of case management programs. Important sub-topics discussed were:
Psychopharmology, community mental health centers, and community-based treatment
programs. Consequently, the following review showed how each of these components




Case management originated as a form ofmental health treatment in the United
States during the 1800's, in response to the immigration population. There was a need to
provide social services for this population as they were acclimated to American culture.
Since that time, the field ofmental health experienced remarkable growth. The use of
counseling theories along with increased knowledge and education of the general
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population has impacted the treatment of clients. Thus, the implementation of improved
mental health treatment modalities and utilization ofqualified mental health professionals
resulted in refined treatment models and increased utilization of social services (Lincoln
Action Program 1995).
For instance, WorldWar n (1939 - 1945) veterans were instrumental in the re-
evaluation ofmental health services. Bachrack (1983) stated that psychiatric symptoms
such as depression, neurosis and withdrawal were experienced by these veterans. As a
result, the Federal Government created the National Institute ofMental Health (NIMH) in
1947 to evaluate existing mental health treatment models and hospitals.
In the 1950's, psychotropic medication (Schatzberg & Cole 1991) was introduced
to alleviate psychiatric symptoms, which led to deinstitutionalization (returning clients to
live within their communities). By the 1960’s, mental health professionals realized clients
needed more assistance in coping with stressors associated with daily functioning. It was
hypothesized that clients needed community support, such as Community Mental Health
Centers and Community-based treatment programs to maintain stability in their
communities. In the I970's, it was apparent that clients were experiencing difficulties
while maneuvering through social service systems and agencies. Mental health
professionals acknowledged the need ofone entity (case management) to assume
responsibility for the acquisition and integration of client services (Raliff& Shore 1993).
During the early 1970's, the concept of case management was subsequently
operationalized as a service that provided: client identification, assessment, individual
service plarming, linkage, coordination, advocacy, outreach, record-keeping, referrals,
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monitoring, ongoing evaluation and termination. Case managers also assumed
responsibility for the development of long-term interpersonal relationships with clients
(Kanter, 1985).
As clients were discharged from the mental health hospitals in the 1970’s, case
management was an important component ofmental health treatment. It was apparent
that discharged clients needed more than medication and follow-up appointments to
achieve successful community living. They also required assistance, guidance, and
support as they encountered barriers to daily living.
In 1971, the Allied Services Act was instrumental in the development of the
Services Integration Targets for Opportunity (SITO) sites. The purpose of these projects
was to incorporate mechanisms to coordinate and integrate services. The results indicated
several important factors for integration of services: Case management, client
participation (e.g., assessment, planning, monitoring), data units and service provider
contracts. These eventually became components of case management (Austin, 1983).
By the late 1970's and mid-1980's, case management was acknowledged as an
integral component ofmental health treatment. Drs. Stein and Test conducted extensive
research in the 1970's and 1980's. As a result, the development of case management
models emerged: (1.) Training In Community Living (TCL), (2.) Assertive Community
Treatment (ACT), and (3.) the Program ofAssertive Community Treatment (PACT).
These models have been replicated in numerous studies (e.g.. Bond, Miller, Krumwied, &
Ward 1988; Hoult, Reynolds, Charbonneau-Powis, Week, & Briggs 1983; Haveman
1992; Mulder 1982, Lachance, Santos, & Bums 1994; Stein & Test 1980). Consequently,
14
Bond, Witheridge, De-GraffKaser (1990) examined research studies that concluded
clients involved in case management programs had decreased hospitalizations, less
psychiatric symptoms and episodes, and increased vocational skills.
Furthermore, the success of case management programs with the mentally ill has
served as an impetus to the utilization of case management programs in other health
disciplines. During the 1980's and 1990's, case management programs were adapted to fit
the needs of other populations such as: Mental retardation, elderly, HIV+/AIDS,
substance abuse, homeless and high risk youth. As a result, psychological and
physiological problems were reduced through the use of case management. Case
management has been used effectively in psychopharmacology, community mental health
centers and community-base treatment programs. The following information is used to
outline the impact of case management programs to the treatment ofmental and physical
illness.
Psychopharmacology
The use ofmedication to treat symptoms associatedwith nervous, mental and
emotional disorders was introduced and adopted in the 1950's as a model of treatment.
Berger (1993) defined psychopharmacology as the “study of the relationship between
drugs and brain function, including mood, perceptions and behavior,” These medications
were identified as psychotropics and were classified into four major categories:
Antipsychotic, antidepressant, antimanic and anxiolytic. Table 2.1 indicated Kaplan and
Sadock’s (1990) data on psychotropic medication in terms of classification, brand name




Classification Name Diagnosis Symptoms










Antidepressant Elavil depression helplessness
Sinequan hopelessness






























Note: From Pocket Handbook ofClinical Psychiatry (pp.234 - 235,240 - 243,251 - 254,
261 -265), by H.L Kaplan and BJ. Sadock, 1990, Baltimore: Williams andWilkins.
Copyright 1990 by Williams and Wilkins.
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Clients demonstrated improvement in daily functioning within the hospital setting
with these medications. It was assumed that ifhospital treatment, (e.g., medication and
social services) was duplicated in the community, then (s)he would achieve quality living
in her/his community. This was the beginning of the deinstitutionaliztionmovement in
mental health treatment.
In the 1990's, various mental health populations involved in case management
programs have used medication integrated with counseling techniques as a mode of
treatment. The recent focus on welfare reform identified low-income single mothers as an
at risk population in need ofmental health services. There was little research about the
number ofpreviously mentally ill low-income single mothers involved in mental health
services and psychopharmacology.
Although, case management clients in the 1990's (e.g., low-income single
mothers, and HTV/AIDS) were not necessarily involved in medication therapy, the growth
ofmental health treatment during the past forty-five years would have been impossible
without the utilization ofpsychotropic medication which resulted in
deinstitutionalization.
Deinstitutionalization
As mentioned earlier. WorldWar n had an impact on the changes in mental health
treatment during the 1960's (i.e. Community Mental Health Centers and case
management). After WorldWar 11, American society’s attitude towards mental
institutions changed. As a result, the National Mental Health Act of 1946 was enacted.
During this period, the National Institute ofMental Health became a part of the U.S.
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Public Health Service. By 1955, the Joint Commission on Mental Illness and Health was
created. They were responsible for reviewing mental health practices and identifying new
treatment strategies (Keith 1993).
The introduction ofdeinstitutionalization in the 1960's represented a major change
in the delivery ofmental health services. It addressed both social (civil rights) and
financial (shift of funding) issues. Ideally, deinstitutionalization would integrate
pharmacology (medication) and community-based treatment, such as Community Mental
Health Centers (CMHC’s), that would result in decreased use ofmental hospitals. Clients
were discharged from mental hospitals and linked with CMHC’s within their community.
Barach (1987) described the proposed mission of CMHC’s. They would replicate
services provided in the mental hospitals that included, but were not limited to:
coordination of services, treatment, and referrals. Grob (1983) identified five societal
opinions that provided the impetus for change from mental institutionalization to
deinstitutionalization.
1. Society viewed mental institutions as an obsolete mode ofmental health
treatment.
2. Extended hospitalization was considered both detrimental and conducive
to client decompensation and dehumanization.
3. Utilization ofnew psychotropic drugs and psychological treatment
allowed clients to maintain stability in the community.
4. Renewed interest and concern for the right ofmentally ill clients to be
treated as human beings and to receive quality care.
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5, The changing of fiscal responsibility for mentally ill clients from the
federal government to state and local governments (p. 18).
As a result of these attitudes, deinstitutionalization was embraced by society and
introduced to the mental health profession in the late 1950's.
By the 1960's, psychiatric hospitals were discharging mentally ill clients into the
community. Wagenfeld, Lemkau and Justice (1982) attributed the 1963 passage of the
Mental Retardation Facilities and Mental Health Centers Act, as instrumental to the
development of community-based services for the mental health client. This Act and it’s
1965 Amendment (P.L. 89-105) allocated funding for the building, development and
implementation ofCommunity Mental Health Centers (CMHC), which provided the
nucleus of community-based treatment. The CMHC assumed responsibility for the
coordination of services, treatment, and referrals for the discharged client. As a result,
Mental Health Professionals were introduced to new terminology such as:
Comprehensive and coordinated services, outpatient treatment, referrals and follow-up. In
1985, 94% ofthe mentally ill clients in America were living m the community and 6%
were institutionalized (Barach 1987).
There were three main concepts associated with deinstitutionalization:
Identification ofappropriate clients; development and implementation of community
mental health services; and community acceptance. Additionally, Ashbaugh and Bradley
(1979) examined three other factors that influenced deinstitutionalization, namely, re-
institutionalization, non-institutionalization, and mental hospital closings. These factors
were important in determining the success ofdischarged clients living in the community.
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Client Appropriateness for Discharge from the Hospital
Hospital staff assumed responsibility for the assessment and evaluation of
appropriate clients. Based upon recommendations of the treatment team, clients were
selected for discharge into the community.
Development and Implementation ofCommunity Mental Health Centers
(CMHC)
The Mental Retardation Facilities and Community Mental Health Centers Act of
1963 mandated the building, development, and implementation of treatment centers. This
Act was amended in 1965, (P.L. 89-105), which led to additional monies for Community
Mental Health Centers (CMHC). Wagenfeld, Lemkau and Justice (1982) accredited these
two Acts for providing 150 million for the construction ofcommunity mental health
centers and $735 million for staff (hiring, education and training). By 1969,205 CMHC’s
were providing services to the mentally ill.
CMHC’s were initially supposed to provide eight direct/indirect services. These
included nursing home and half-way house placements, aftercare, vocational
rehabilitation, social clubs, sheltered workshops, and recreation (Issac and Armat 1990).
After Congress approved the 1963 Act, CMHC’s services were modified. Issac and
Armat (1990), also stated that mental health services started to focus on inpatient
treatment, partial hospitalization, outpatient treatment, twenty-four hour emergency
accessability, consultations, and education.
Wagenfeld, Lemkau and Justice (1982) showed that approximately 250,000
mentally ill clients were receiving treatment at CMHC’s by 1968's. Psychopharmacology
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and counseling were the modes of treatment used for mental illness symptoms. The
CMHC, was also responsible for establishing relationships with client’s families at the
center. This relationship was maintained by family contact at the center, telephone calls,
letters and referrals to other agencies.
Community Mental Health Centers were introduced to replicate and replace
services provided by mental hospitals. Although over a quartermillion mentally ill clients
received services, there were numerous clients who did not. These clients were unable to
keep appointments due to a number of factors such as: (1.) lack of knowledge of
scheduled appointments, (2.) inadequate transportation, (3.) CMHC location too far,
(4.) poor support systems, (5.) incarceration, and (6.) homelessness. These factors
negatively impacted the successful implementation of community-based treatment,
(Wagenfeld, et al., 1982).
Family and community acceptance ofmentally ill clients
It was assumed that with psychotropic medication and counseling treatment
provided by the CMHC’s, the client would be able to re-integrate within the family and
community domains successfully. Family and community members were expected to
welcome clients. Little research was conducted on the effect, consequences, and the
family/community’s reactions to the clients’ return to their environment.
Re-institutionalization
This term referred to the return ofclients to institutional settings. Research data
indicated clients were not returning to mental hospitals, but were responsible for
increased utilization ofnursing home facilities, personal care homes, jails, and shelters.
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By the 1970's, a large number ofmentally ill clients fell through the cracks of the mental
health system and received few ifany services.
According to Ashbaugh and Bradley (1979) by 1974,20% of the mentally ill in
nursing homes were under the age of 65. These facilities were staffed by health
professionals. Clients in this setting received medication therapy, room and board, and 24
hourmonitoring. Personal care homes provided clients with the basic survival needs (i.e.,
room and board). Staffmay or may not be health professionals. These homes were
usually located within the community and housed approximately eight-to-ten clients.
Staff monitored medication and mental health appointments. Torrey (1997) cited a study
about 53 clients released from the Rhode Island mental hospital, who were living in
structured community settings. The average follow-up period for these clients was 7.5
years. Ofthese clients, 94% liked living in the community.
Over 300,000 mentally ill persons were using shelters or incarcerated in jails by
the mid-1990's. Shelters provided meals and lodging. Some had case managers who
provided social services, follow-up activities and medication monitoring. Approximately
150,000 homeless mentally ill persons were living in shelters in 1997. Some of the
159,000 incarcerated mentally ill clients were treated on site. Staffwas responsible for
medication administration, and also facilitated support group activities. These entities
helped to reduce the re-hospitalization rate of the mentally ill (Torrey, 1997).
Non-institutionalization
Non-institutionalization was the term used to describe clients who were diagnosed
with mental illness, yet have not been hospitalized. Barach (1987) suggested the
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following factors influenced non-institutionalization. Many of these clients utilized
community mental health center services or were involved in private treatment. A large
number of this population represented young clients, who were bom between 1960 -
1980. Many had never been exposed to inpatient treatment in mental hospitals. They
relied on civil rights laws, community treatment and family to prevent inpatient
treatment.
Clients, who received private treatment often exhibited less chronic symptoms of
mental illness (e.g., depression and bi-polar disorders). They were more compliant with
appointments and treatment. As a result, the need for inpatient treatment decreased.
Inpatient treatment for these clients was provided in hospital psychiatric imits. Some
clients were also able to pay for short-term treatment at private psychiatric hospitals.
Staffwere essential in the treatment of these clients. They were able to provide
information concerning the client’s current and previous psychiatric and medical history,
current level of functioning, and available support systems. This information was vital if
clients indicated symptoms ofdecompensation and required stabilization or
hospitalization.
Mental hospital closings
Society’s negative attitude towards the effectiveness ofmental institutions and the
Deinstitutionalization Process were instrumental in the decision to decreased inpatient
treatment. As a result, the inpatient population decreased from 500,000 in 1975 to less
than 190,000 by 1978 (Ashbaugh& Bradley 1979). With the decreased number of
inpatients, funding was also reduced. These funds were disbursed to state and local
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government agencies for the development and implementation of community-based
treatment agencies.
Nonetheless, Deinstitutionalization was not as successful as theorized. Barach
(1983) conducted research from 1976 to 1983 on factors that negatively influenced
deinstitutionalization. The results showed that: (1.) Community-based facilities were not
equipped to provide the needed services to the mass number of clients discharged from
inpatient treatment; (2.) Reluctance of legislators and inpatient facilities to divert funds to
the community; (3.) Client non-compliance to treatment, and (4.) The location of centers
were too far away and not on public transportation routes.
According to Barach (1983), there were also additional factors present that
impeded the Deinstitutionalization process, namely: (1.) The chronicity of the mental
illness indicated that long-term inpatient treatment was more effective; (2.) Clients,
family and the community felt treatment focused more on higher functioning clients; (3.)
Community-based services were segregated and confusing; (4.) The structure of authority
was unclear; and (5.) Limited research was available on the physical and sociological
effects on clients.
As a result, clients missed appointments, decompensated, and were re¬
hospitalized. These problems were exacerbated by the mid-1980's, when these clients
became a part of the homeless population and part of the criminal justice system.
Although, there were problems inherently associated with the Deinstitutionalization
process, it still played an important role in the development of community-based services.
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CommunityMental Health Centers (CMHC)
The Community Mental Healtii Center (CMHC) was one of the first community-
based programs implemented in the 1960's. Wemer and Tyler (1993) stated: that centers
were originally developed to provide community-based services for clients discharged
from psychiatric units and hospitals. The goal was to provide counseling, medication, and
other programs that assisted clients in maintaining satisfactory daily functioning in the
community. Coping and problem-solving skills, family adjustment, and rehabilitation
were the major objectives. It was mandated by law that these services were provided in
the least restrictive environment. The Joint Commission on Mental Illness and President
Kennedy were instrumental in the development of these laws.
The Joint Commission onMental Illness and Health, was established in 1955, to
examine and evaluate mental health treatment in the United States. They were responsible
for recommending changes and modifications in laws concerning the mentally ill.
President John F. Kennedy (1963) played an integral role in the development and
implementation of the Mental Retardation, Facilities and Community Mental Health
Centers Construction Act of 1963. As a result, the standards for mental health treatment
stated, any federal funding used for commimity-based mental health centers and hospitals
must provide the services listed below:
1. Establish agreements with community psychiatric hospitals and hospital
psychiatric units for short or long term inpatient treatment.
2. Secure emergency treatment in area hospital’s psychiatric units.
Provide community mental health centers for outpatient treatment that3.
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emphasize counseling and medication monitoring.
4. Allow for partial hospitalization.
Guidelines for communication, consultation, and education with significant others such
as spouse, family members, social service agencies, employers and community members
were also outlined in the funding standards. It was hypothesized that the
relationships developed through involvement and exchange of information with all the
client’s support systems were important. As a result, the transition from inpatient
hospitalization to community living less stressful.
Community Mental Health Centers (CMHC’s) in the 1990's continued to provide
the original mandated services. Existing services were increased and modified. CMHC’s
also implemented new services. Both the clients and clinicians were instrumental in
determining what treatment occurred at the center. Taube, Morlock, Bums and Santos
(1990) identified the following general characteristics ofmodem CMHC’s:
(a.) services provided in the community
(b.) client to clinician ratio was 30 - 50 (or more): 1,
(c.) client/clinician contact was based upon client level of functioning,
appointments ranged from weekly to bi-weekly,
(d.) therapist and case manager coordinated with other support systems,
(e.) relationships with other agencies (i.e., physical health, housing) were
developed by the CMHC, client and family,
(f.) after-hour services were provided by the emergency room or mobile
team, and
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(g.) psychosocial programs were part of the treatment process, (p. 643)
These data can be used to measure the centers involvement in linkage, coordination,
monitoring and follow-up activities.
CMHC’s developed relationships with area psychiatric units and hospitals to
provide continuity of care. This working relationship allowed both agencies to exchange
information about the client’s previous and current mental health treatment A designated
clinician acted as liaison. S(he) was involved in the development of discharge planning
and outpatient goal implementation. Services included twenty-four hour treatment, with
evening coverage provided by hospital emergency rooms. Knowledge of the client’s
treatment by both facilities enabled the client to receive similar treatment at both sites.
As clients utilized CMHC’s, staff realized the difficulties they experienced in
coping with other agencies and the stressors associated with daily living in their
community. They recognized that the needs ofthis population required more intensive
treatment. It was determined that more community-based programs (e.g., day treatment,
vocational training, case management) were warranted. It was also apparent that one
person (case manager) was needed to coordinate the multitude of services required by
clients (GAMINews 1994).
Federal mental health and child welfare laws were passed in the 1970's and 1980's
that required case management to be a component of treatment. As a result, funding was
available for the hiring of case managers and the implementation of case management
services. These services were provided in conjunction with designated agency services
and were performed, “in-vivo”, (that is, in the client’s environment).
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Community Support Programs
Drs. Leonard Stein and Mary Ann Test were considered pioneers and experts in
the development ofCommunity Support Programs (CSP). Stein and Test (1980)
examined the treatment of the mentally ill in the research ward of the Mendota State
Hospital in Madison, Wisconsin in the 1960's. Their research led to the assumption that
medication and twenty-four (24) hour hospital support were instrumental in the
stabilization of clients. They hypothesized clients could function independently in the
community. They needed medication and community-based support programs to remain
stable. To test their hypothesis, they developed conceptual and demonstration models of
community-based support treatment programs.
Stein and Test (1980) recognized the importance ofCommunity Mental Health
Centers (CMHC), but also realized that the mentally ill needed more than counseling,
crisis intervention and medication services. They postulated that all aspects of the clients
life needed to be monitored. Furthermore, they suggested a holistic treatment approach
should be utilized. These assumptions influenced their development of a conceptual
model of assertive community-based treatment. Their research is on-going and continues
to provide opportunities for research and data pertaining to community support programs.
ConceptualModel ofCommunity-based Treatment Programs
As shown in Table 2.2, this model identified the six fundamental elements of
community support programs: basic survival needs, coiimiunity living coping skills,
motivation and perseverance, pathological dependent relationships, support and education
for the client’s community, and a comprehensive system of community-based mental
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health treatment (Stein & Test 1980).
Furthermore, Table 2.2 identified the concepts and services of the Conceptual
Model ofCommunity Support Programs identified by Stein and Test in 1980. Community
Support programs such as, the Community Support Services, Inc. Summit Model
(Peterson, Drone & Munetz 1977), and the Thresholds Bridge Program (Witheridge,
1990) used this model during the 1980's and 1990's.
Table 2.2
Conceptual Model ofCommunity Support Programs
Concept Service
1. Basic Survival Needs food, shelter, clothing, financial,
medical
2. Commimity living/coping skills knowledge of community.
environment, resources and
appropriate behavior for the
community
3. Motivation support/guide client’s decisions.




4. Pathologically Dependent Relationships identification of relationships,







5. Support/education for community seminars, workshops, counseling,
psycho-education
develop working relationships with
other agencies, families
6. Comprehensive system of community- referrals, intensive follow-up.
based treatment implementation of concepts/services
Note: From “Alternative to Mental Hospital Treatment, A Conceptual Model, Treatment
Program and Clinical Evaluation,” by L. L. Stein and Mary A. Test, 1980, Archives of
General Psychiatry. 37. p. 396. Copyright 1980 by American Medical Association
Publication.
Based on this model, the Mendota State Hospital staff initiated an intensive
follow-up treatment component for discharged clients. Home visits, involvement with
client’s social and support systems, and twenty-four hour program availability were the
31
primary elements of this component. Between the 1960's and 1980's, Stein and Test
(1980) examined, implemented, and modified concepts related to community-based
services. As a result of this type of research, numerous treatment models evolved.
Treatment for mentally ill clients were developed around six community-based models:
(1.) Total in Community Treatment (1970); (2.)Case Management (1971); (3.)Training in
Community Living (TLC, 1972); (4.) Program in Assertive Community Treatment,
(PACT, 1972); (5.) Assertive Community Treatment (ACT, 1978); and (6.) Mobile
Commimity Treatment, (1980).
Each model employed the elements of Stein and Test’s original conceptual model
for treatment. Implementation and Trial/Error resulted in additional community-based
services. Table 2.3 shows the components and services of these six models.
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Table 2.3




TCL, ACT, MCT, PACT,
1. In-vivo environmental systems
Total-In Community 2. Identification clients (strengths/weakness,
Treatment: TCL, PACT, support systems
CM commimity resources
Total-In Community 3. Monitoring 24 hours/7 days/wk..
Treatment: PACT, CM telephone calls, home visits,
mental health/ other
scheduled appointments
Total-In Community 4. Follow-up telephone calls, home visits,
Treatment PACT, CM agency calls, medication,
mental health/other
scheduled appointments
Total-In Community 5. Coordination families, communities, other

































individual, group & family
daily, weekly, monthly
individual, team, staffclient






Total-In Community 12. Evaluation surveys, objectives/subjactive
observations
Note: From “Alternative to Mental Hospital Treatment, A Conceptual Model, Treatment
Program and Clinical Evaluation,” by L. L. Stein and Mary A. Test, 1980, Archives of
General Psychiatry. 37. p. 396. Copyright 1980 by the American Medical Association
Publication.
Community Support Program Strengths
Evaluations of the Community Support Programs over a decade identified both
strengths and weaknesses. It appeared, that the programs were effective in the reduction
of client hospitalization, and they increased client stability in the community. The
limitations (weaknesses) of the programs seemed to revolve around appropriate
evaluations. That is, empirical studies and evaluation instruments were limited.
Stein and Test (1980), Stein and Diamond (1985), Witheridge (1990),
Bond, Witheridge, and De Graff-Kaser (1990), and Lachance, Santos, and Bums, (1990),
reported data which supported the strengths ofCommunity Support Programs. Over a
thirty year period, these five studies examined 828 clients, who were mentally ill, with a
history ofexcessive hospitalizations, and non-compliance with medication and mental
health treatment. Consistently, clients were reported to have a decreased number of
hospitalizations, decreased number ofdays of in-patient treatment, and an increased
number of days of quality community living.
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Community Support Program Limitations
Research during the 1980's and 1990's provided some data about the appropriate
evaluations ofCommunity Support Programs. Olfson (1990) discussed eleven
experimental studies during the period from 1973 to 1989. The following research
methods were examined: random selection, repeated measure design, and replication of
Community Support Programs. He concluded that outcome data between the
experimental and control groups indicated the following: Identical conditions (i.e.,
diagnosis, medications) were needed to provide significant evaluation information. He
also concluded, that future studies should define client functioning outcomes, factors that
negatively influence outcomes, and an investigation of the effects of attrition.
A model for measuring the implementation ofCommunity Support program’s
services was introduced by Brekke and Test (1992). The model’s eight variables and the
six instruments used to measure these variables were discussed. The variables and
instruments examined were as follows:
Variables
1. Client characteristics
2. Services provides/what modality
3. Frequency and length of relationship between case manager and client
4. Locus of treatment
5. Environmental characteristics
6. Staffing pattems/operations
7. Continuity ofcare and
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8. Other (such as, individualization of treatment) (pp. 229-232)
Instruments
1. Program administrative records
2. Daily Contact Log (DCL)
3. Community Program Philosophy Scale (CPPS)
4. Community Oriented Program Environmental Scale (COPES)
5. Client Interaction Scale (CIS), and
6. Program Structure Scale (PSS) (pp. 232-235)
Data provided by the study supported the need for more information about
program activities. There was also a need for data about the relationship between program
components and client outcomes. They also suggested that the data from the two
instruments were subjective, resulting in questions about validity and reliability. The
authors recommended that future research focus on larger subject samples, universal
definitions ofCSP terminology, and the establishment of treatment variables.
Rubin (1984) reviewed social work research on community-based care of the
mentally ill. The selected studies had to meet the following:
1. Author(s) must have social work degree/alliance with social work
education/program affiliation,
2. Article has been published in mental health/psychiatric journal, and
3. Implementation of quantitative/qualitative data (p. 165).
Information gathered from the studies implied that rehabilitative services and social
therapy were less harmful than traditional psychotherapy. Other findings indicated that
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increased environmental stimuli may be harmful. The authors also found that CSP’s
focused on the importance ofdischarge planning, community acceptance, the role of
clinicians and length of treatment. The results from this extensive review had several
implications for future research. One, a need for studies which assessed the effectiveness
of treatment components in relation to medication compliance. Research should also
examine how a client’s individual characteristics may be impaired by treatment. There
was also a need for longitudinal studies to determine the length of successful treatment.
Finally, the authors propose that the correlation between the length of time after client
discharge, CSP admittance and treatment compliance be studied.
CaseManagement System
Roberts-Degennaro (1987) proposed that the foundation of the Case Management
system was based upon the integration of three traditional social work principles:
Casework, group work and community organization (p. 466). Treatment incorporates the
system’s theory, which addressed issues associated with the five different domains
significant to the client’s life (i.e., peer, family, school, commimity, and society/media)
(pp. 468 - 469). The major components of the case management system were: Client-
centered treatment, identification of clients from designated at-risk groups, reduced
caseloads, in-vivo (in client’s environment) treatment, accessible 24-hour service,
identification/access to treatment and rehabilitation programs, and long term support.
Long-term relationships allowed case managers to leam the client’s abilities, strengths,
and limitations. In the case management system, the role of the client shifted from victim
to acting as an impetus or agent for change.
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Not surprisingly, the implementation of case management concepts in the late
1970's, and early 1980's impacted the traditional structure ofmental health treatment.
Surles and Blanch (1989) identified the significant major modifications in treatment as:
(1.) Public mental health program’s accoimtability for providing quality care and services
to the severely disabled and exhausting client; (2.) Identification ofbarriers to client
services and justification ofpublic policies that limited access to quality mental health
treatment; and, (3.) The implementation of a multi-faceted process of leadership/decision¬
making authority in mental health treatment.
There was no universal definition for case management in mental health.
Numerous definitions have emerged fi-om different disciplines during the past two
decades. Intaagiata (1982) stated that the common case management theme in these
definitions is, “ensuring that consumers are provided with whatever services are needed
in a coordinated, effective and efficient marmer” (p. 657). Sands and Cnaan (1994) noted
that the phrase, “while meeting the social service and health needs of clients” (p. 441)
was accepted as part ofthe definition. An early definition was developed by Cohen and
DeGraaf (1982) in response to casemanagement for abused children. They proposed the
following:
Good case management implies continuity of services, planfulness (i.e., rational
decision-making) in designing and executing a treatment package, coordination
among all providers of services, effective involvement of the clients, timeliness in
moving clients through the process, and maintenance ofan informative and useful
case record (p. 5).
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The concepts of linkage with other agencies, one entity assuming responsibility for
coordination of services and follow-up ofprovided services were discussed and included
in definitions by Johnson and Rubin (1983).
The status of case management was elevated by a clinical definition in the late
1980's. Biological and psychological components were introduced, which allowed the
system to be accepted as a modality of treatment. Kanter (1989) defined clinical case
management in terms of:
1. Modality ofMental Health treatment
a. biological and psychological focus on functioning
b. specific training and skills were required by clinicians
c. administrative system was not responsible for coordination
2. Component ofa comprehensive biopsychosocial treatment plan
a. viewed as part of clinical staff
b. involved in consultation with psychiatrists, nurses, social workers, and
other clinical staff associated with the client
3. Focused on client’s physical and social environment:
a. utilized informal environmental resources
b. assisted in fiie development of client’s social network and coping skills
needed for daily living (p. 363).
These definitions were essential as case management programs were implemented in
compliance with federal laws and regulations. The next section discusses the laws that
were instrumental to the development and implementation of this model of treatment.
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Laws Associatedwith CaseManagement Services
Keith (1995) credits the implementation ofthe National Mental Health Act in
1946, as being an impetus to the changes in mental health services. In 1963, the Mental
Retardation Facilities and Community Mental Health Centers Act provided for the
development ofcoimnunity-based services (Keimedy, 1963). By the 1970's, the
Department ofHealth, Education and Welfare identified the need for coordination of
program services. In response to this need, the Allied Services Act (1971) provided for
the Services Integration Targets ofOpportunity (SITO) grants. These grants concentrated
on many areas that included, development ofmethods for service integration, client
tracking, information and referrals, multi-purpose service systems housed in one location,
interagency planning, collaborative agency agreements, resource banks, and a system
agent (case manager) for coordination ofclient services (Intaagiata, 1982).
Federal funding allocated by the Medicaid Program, Section 2176 of the Omnibus
Reconciliation Act of 1981, P.L. 96-499 allowed for payment of case management
services. Case management has also been effective with a diverse number of client
populations. It was responsible for direct services and addressed an assorted number of
client issues that included, but were not limited to, mental health/illness, family culture,
jobs, community, housing and the client’s role in society.
Raliff and Shore (1993) enumerated on seven other laws that were established and
mandated case management services for specific populations, namely:
1. Developmental Disabilities Act of 1970, P.L. 91-517, (developmentally
disabled clients)
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2. Education for All Handicapped Children Act of 1975, P.L. 94-142,
(special education for students)
3. The Older Americans Act, revisions of 1978, P.L. 95-478 (elderly)
4. Federal Adoption Assistance and Child Welfare Act of 1980, P. L. 96-272
B (foster care children)
5. Education for All Handicapped Children Act of 1986, P.L. 99-457,
(handicapped/at risk youth and their families
6. P.L. 99-660 (Title V, State Comprehensive Mental Health Services Plan,
Omnibus Health Act of 1986, (emotionally ill persons), and
7. Stuart B. McKinney Homeless Assistance Act of 1987, P.L. 100,
(homelessness) (p. 7).
Bentley (1994) discussed the implications for commimity-based treatment as identified in
the following legislation:
1. Alcohol, Drug Abuse, and Mental Health Administration Reorgani2ation
Act of 1992, P.L. 102-321.
2. Americans with Disabilities Act of 1990, P.L. 101-336,104 Stat. 327.
3. Omnibus Budget Reconciliation Act of 1981, P.L. 97-35,95 Stat. 357.
4. Omnibus Budget Reconciliation Act of 1990, P.L. 101-508,104 Stat.
1388.
5. Public Health Service Act, Part B, Subparts 1 and 2 (revised 19992 by P.L.
102-321).
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6. State Comprehensive Mental Health Services Plan Act, P. L. 99-660.
Title V (1986) (p. 289 - 292).
These laws were enacted to improve quality of care and commimity functioning
for mental health clients. All indicated the need for community-based treatment. They
also referred either directly or indirectly to case management for the coordination of
community services.
CaseManagement Core Functions
Core functions were the services provided by case management. There was
controversy about the number of core functions associated with this system. Johnson and
Rubin (1983) identified five functions common to most case management programs.
These are based on the Balanced Service system suggested by the Joint Accreditation for
Hospitals and the National Institute for Mental Health Community Support Programs.
Other authors, including Johnson and Rubin (1983), Ralififand Shore (1993),
Intaagiata (1982), Roberts-DeGemnaro (1987), the Georgia Department ofHuman
Resources (1986), and Kanter (1989) have acknowledged from six to thirteen core
functions of case management systems. Table 2.4 was developed to describe the services
in five, six, eight, eleven, twelve and thirteen core function programs.
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Table 2.4
Case Management Core Functions
Core Functions Services
I. Five Fimction Program Assessment, planning, linking, monitoring,
advocacy
n. Six Function Program (NASW Assessment, service/care plan, implementation of
Standards & guidelines) plan, coordination and monitoring, advocacy,
termination
HI. Eight Function Program Assessment, comprehensive services, coordination,
monitoring and assessment ofprovided services,
evaluation and follow-up, outreach, direct services,
advocacy
rV. Eleven Function Program Resource network, client access to: case manager,
goals, agency resources, assessment, individual
plan, client/agency contact, individual service and
natural helping network, implement, plan, and
mobilize client networks, monitoring, evaluation,
termination, follow-up
V. Twelve Function Program Identification, assessment, individual treatment
plan, linkage, referrals, coordination, monitoring,




VI. Thirteen Function Program Initial phase (engagement, assessment, planning),
environmental intervention (linkage, consultation,
social networks, collaboration, advocacy), client
intervention (therapy, independent living skills,
psychoeducation
It was apparent that as programs were implemented, there was a need to increase, add and
delete case management services in an effort to meet the needs of clients. These functions
have been integrated in the case management models (i.e., Therapist, Clinical Case
Management, Program for Assertive Treatment, and Strengths) developed in the past
twenty years.
Models ofCase Management
Numerous case management treatment models have evolved in the past two
decades. They were based on different principles and core functions, while program
implementation was similar. Chamberlain and Rapp (1991) reviewed literature that
focused on case management outcome research. The following five models of treatment
were identified:
(1.) Clinical Model,
(2.) Program ofAssertive Treatment (PACT) Model,
(3) Rehabilitation Model,
(4.) Strengths Model, and
(5.) Generalist Model, (p. 174)
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In 1994, Sands and Cnaan introduced three additional models of treatment that were
based on the client’s past and current functioning levels. These three models allowed case
managers to determine the level of client treatment needed, (i.e., minimal, coordination,
or comprehensive).
The following section discussed components of the models that were important to
the current investigation. The four models were: Therapist, Clinical Case Management,
Program for Assertive Community Treatment (PACT) and the Strengths Model.
TherapistModel
This model was often utilized in CMHC’s. It was cost effective because it
combined psychotherapy and case management functions. Johnson and Rubin (1977)
discussed the benefits of the dual role which allowed the case manager to:
1. Observe initial indications of decompensation, detrimental internal and
external stressors, and psychological conditions.
2. Provide encouragement and support for client’s compliance with
individual treatment plan.
3. Develop long-term supportive relationship that encompasses all areas of
the client’s life. (p. 49)
In the late 1970's, Lamb (1980) proposed that the roles ofthe therapist and case
manager become integrated. He suggested the use ofadaptive psychotherapy which
stressed coping with day-to-day reality issues. The primary goal ofthis model was to
assist clients in achieving quality of life in his/her environment. Other goals included the
development of trust and confidence in the system and individualized treatment. The
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therapist-client relationship was based upon trust, knowledge ofclient’s needs and
behavior patterns.
Clinical CaseManagementModel
Kanter (1989) proposed a clinical case management model which combined
psychological, biological, social and physical approaches to client treatment. The case
manager’s clinical knowledge, backgroimd, individual dedication, environmental
interactions, and interventions were essential to the successful implementation of this
model. There were four client stages and core functions.
1. Initial phase: Engagement, assessment, and planning.
2. Environmental interventions: Linkage, consultation, social networks and
relationships, agency relationships, and advocacy.
3. Patient interventions: Psychotherapy, psychoeducation and training in
independent living skills.
4. Patient-environment interventions: Monitoring and crisis intervention
(p. 363).
This model allowed case management to be accepted as a modality of treatment within
the mental health field.
Program ofAssertive Community Treatment (PACT) Model
The PACT (full support) model was based upon the concepts ofStein and Test’s
community-based treatment program (1980). As outlined earlier, the focus was on
presenting problems, client strengths, and identification/use of exisiting community
services. The case management team assumed authority and responsibility for providing
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all client services and resources. The model offered a comprehensive system of care that
utilized existing services. Staff identified new, existing and needed services. Other
services such as aggressive outreach, individual treatment, social skills training, crisis
intervention, and development ofcoping skills were provided twenty-four hours a day,
seven days a week (Sands and Cnaan 1994).
StrengthsModel
This model examined the client’s strengths, persistence, and treatment goals.
Input from non-traditional community resources such as family, landlords, neighbors,
employers, teachers and significant others were essential. Leukefeld (1990), identified
eight concepts based on social work principles associated with this model: Client
strengths, client/case manager relationships, client’s input about intervention strategies,
assertive outreach, establishment of a professional relationship between the case manager
and client, case manager’s focused on client’s strengths, client’s assistance in goal
planning and achievement, and accessing resources that impacted all areas of the clients
life.
In sum, a traditional model of case management has not been accepted by mental
health professionals. Various factors such as agency policy, target population, and
individual attributes influenced the models of treatment used. The clinical and PACT
models appeared to personify the established principles and fimctions of case
management. There was still a need for case management studies that can be replicated to
provide empirical data about the program.
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The current investigation was designed to replicate the PACT Model of case
management. The core functions were used to provide services to low-income, African-
American single mothers, who entered the work force, as a result ofWelfare Reform.
This population was selected, because their lifestyle was greatly impacted by the Welfare
Reform Act of 1996. They had to develop new coping, social and work skills. Therefore,
two areas were examined: social functioning in different social environments (especially
work), and their evaluation of self-efficacy (individual competency/strengths).
Consistently, research has shown that if a person feels that he/she could accomplish a
task, then he/she was more likely to engage in the task and persist until the task is
completed (Bandura, 1997). This component of self-concept was known as self-efficacy
and was apparent in both task performance and social interactions. Each task/interaction
has distinct abilities and capabilities. An individual’s abilities and competencies were
reorganized each time they were presented with new tasks. As a result, individuals
exhibited efficiency at one task and ineffectiveness at another (i.e., participants
demonstrated efficiency in parental role, but not in the work role) (Barron and Byrne
1994). The case management system was applied to modify levels of self-efficacy.
Chapter 3
Methods
This study utilized a pretest-post test evaluation research inquiry design.
Participants were randomly assigned to either the treatment group or the control group.
Subjects were asked to complete two survey instruments. The data obtained was analyzed
via t-tests and Analysis ofVariance (ANOVA) using the Statistical Package for the Social
Sciences (SPSS). The independent variable of interest was the case management function.
This chapter was presented in six sections, research questions, definitions,
participants, instruments, procedures and data analysis. The research questions and
definitions were derived fi:om information obtained in the literature review. The
participants’ section described the criteria used for the selection ofparticipants. A
discussion of the instruments used in this study were presented in terms oftheir structure,
reliability and validity. The procedures dictated by the design and interest of the current
investigation were then outlined. This chapter ends with an explanation of the analysis
that were performed on the data obtained fi’om the identified instruments.
Hypothesis
Low-income single mother’s levels of social adjustment and self-efficacy would




1. Will case management interventions increase the level of social environmental
functioning of low-income single mothers?
2. Are case management interventions significant in increasing client self-efficacy
levels?
Definitions
The definitions for major concepts utilized throughout this study were
summarized below.
1. CaseManagement: A mental health/health care service that provided client
identification, assessment, individual service planning, linkage, coordination,
advocacy, outreach, record-keeping, referrals, monitoring and on-going evaluation
and termination.
2. CaseManager: Individuals with educational backgrounds that range fi-om high
school to doctors. These individuals developed long term relationships with
clients as they identified and implemented case management services.
3. CaseManagement Core Functions: The twelve (12) direct services provided by
case management programs.
a. Client identification - Clients were identified fi’om the target risk population
based on program criteria. Case managers made contact with clients to determine
eligibility for program services. The initial contact was made in the client’s home,
at the referral agency, or at the case management office.
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b. Client assessment - Program assessments were completed to determine the
client’s level of functioning, type of family and other support systems,
relationships with other agencies, and level of case management services needed.
c. IndividualService Planning - An individual service plan was developed for
each client based upon the outcome ofthe program’s assessment. Clients, family
members, and other support systems participated in the development of the
service plan. Other agencies’ objectives were also incorporated into the service
plan. The service plan was ongoing and was modified as needed. Signatures from
both clients and staffwere required.
d. Linkage - The development ofworking relationships and collaborative
agreements with other agencies. These agencies included medical, mental health,
vocational, housing, financial, food, clothing, and other social service agencies.
Staffmade visits to agencies to determine available services, acquire knowledge
of staff and program organization, learned the process of attaining services and
agency willingness to serve the identified population.
e. Referrals - The relationship developed during the linkage process, provided
staffwith knowledge about the different agencies’ services. These factors assisted
staff in making appropriate referrals, and decreased agency red tape. As a result,
the client moved through other systems.
f. Coordination - The arrangement of required services for clients. This service
included scheduling appointments as needed, and acting as liaison with other
agencies.
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g. Monitoring -All domains of the client’s life were observed and evaluated by
staff. The client’s level of functioning and interactions at home, with peers and
family, in the community, and in society were examined. These data were utilized
in determining the success or failure ofoutcomes identified in the client’s
individual service plan and community expectations. Monitoring methods used
were: Face-to-face contact, telephone calls, contact with family and significant
others, and interactions with other agencies.
h. Outreach - Staff interacted with the clients in various environments. These
contacts were made at home, with family members and significant others, and
interaction with various agencies.
/. Advocacy - Case managers acted as proponents for change as needed in both
mental health services and policy. Issues included, individualized treatment of
clients and improvement in agency personnel and services. Advocate activities
included such things as: fund raising, lobbying efforts and political stands for
mental health reform.
j. Record-keeping -All services provided for clients were documented.
Documentation included: Any contact with clients, family, significant others and
other service providers. Home visits and telephone calls were also documented.
These records were instrumental in determining appropriateness of individualized
service plans and referrals.
k. Evaluation - An ongoing process that was performed both internally and
externally. Case management evaluated the effectiveness ofprogram interventions
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and recommended modifications as needed. External evaluation was based upon
the participant’s responses to the pre/post test questionnaires.
L Termination - The process of ending the relationship developed between case
managers and clients. Several factors were identified as effecting this process,
namely; (a.) the client no longer needed services, (b.) assignment of a new case
manager, and (c.) redirection of funding. Termination was either positive or
negative. Positive termination indicated that the client was capable ofhandling
his/her own life or that a new case manager had been assigned to his/her case.
Negative termination included death or the client’s denial of the need for
treatment.
2. Community-based Treatment: Services and treatment programs that were located
within the community where clients resided (e.g., community mental health
centers, health care centers, day care service, adult-day treatment programs, and
GED classes.
3. MentalHealth Services: A system of care that provided services, such as,
individual, group and family counseling, case management, medication,
psychiatric hospitalization and adult day treatment in an effort to enhance an
individual’s quality of life.
4. Low-income single mothers: Females who have 2 or more children and whose
income was $15,000.00 or less.
5. Welfare ReformAct of1996: A governmental initiative whose goal was to end
welfare by decreasing entitlements. It affected low-income single mothers who
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received welfare and food stamps. It also required mothers to seek employment,
job training or a GED, and to identify their child’s paternity.
Participants
Participants for this study were low-income, African American, single mothers.
They were working as a result of the Welfare Reform Act of 1996. They lived in
government supported housing, such as housing developments (projects) or section 8
(subsidized housing) apartments or houses. These participants were or have received
governmental assistance, such as Aid for Dependent Children and Families (AFDC),
Food Stamps or Social Security Income (SSI).
Welfare Reform Regulations at both the federal and state level have mandated that
this population seek employment, training, or a GED. Failure to do so, resulted in the loss
of their benefits. Clients were required to complete and sign a Personal Responsibility
and Work Plan. This plan included contacting various agencies for services. These
services included, but were not limited to, counseling, job training/search, participation in
prenatal/parenting classes, financial management/life skills training. Child Support
Enforcement, and mental health counseling/rehabilitation. Case management services
were provided to assist with governmental and individual treatment plan mandates.
Bush, Langford, Rosen, & Gott 1990, identified the perfect client case
management relationship as being 10:1. Few programs have the funding to support this
ratio. As a result, the ratio ofmost case management programs was 20:1 and higher. The
author provided case management services to the thirty participants in the experimental
group. Three para-professionals assisted with monitoring and follow-up services. The
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control group was also comprised of 30 participants (with similar characteristics of the
treatment group) who did not receive any case management services.
Instruments
This study examined two areas ofclient functioning: Level of functioning in
social enviroiunents and self-efficacy. The following instruments were administered to
both the experimental and control groups: Social Adjustment Scale-SelfReport (SAS-
SR) and the SelfEfficacy Scale ( SES). Fisher and Corcoran (1994) discussed each of
these instruments in terms of scale description, norms, scoring, reliability, and validity.
The results showed that both instruments were valid and reliable; this information was
presented as each instrument was discussed.
SocialAdjustment Scale-SelfReport (SAS-SR)
Welshman and Pickle (1976) developed this instrument to measure adaptive
social functioning. The 54-item scale assessed participant functioning in different social
environments. There were nine subscales that measured: (1.) Work not in the home
environment (1-6); (2.)Work in the home (7-12); (3.) Work experiences as a student (13-
18); (4.) Social and leisure time activities in the home (19-29); (5.) Extended family
relationships (30-37); (6.) Marital relationships (38-46); (7.) Parental skills (47-50); (8.)
The family as a unit (51-53); and (9.) Current financial situation (54). The scale has been
used with various populations. The results of the norms were based on classification, the
number ofparticipants, and the standard deviation, respectively were; Community (N =
399, M = 1.59, SD =.33); Depressed Individuals Qi=148, M=2.53. SD=.46): Alcoholics
(N=26, M=2.23, SD=.61); and Schizophrenics 04=39, M=1.96, SD=.62).
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The adjustment score was obtained by summing all items and dividing it by the
items actually scored. The mean score of the role area was determined, by the sum of the
items in the role area, divided by the number of items actually scored. The total
adjustment score was obtained by using the results ofone work area contained in either
subset one, two or three. Impairment was indicated by higher scores.
The reliability of the SAS-SR showed good stability. Internal consistency was fair,
as indicated by an alpha of .74. The validity ofthe scale was illustrated by correlations of
the social adjustment structured interviews that were its’ foundation. The norm groups
were recognized in the mental health field and represented a cross-section ofmental
health clients.
Self-Efficacy Scale (SES)
The Self-Efficacy Scale was developed by Sherer, Maddax, Mercandante,
Prentice-Dunn, Jacobs and Rogers (1987). The instrument had 30 items that measured
participant belief in his/her competence. The instrument had two sub-scales. Items 2, 3,4,
7, 8, 11,12, 15, 16,18,20,22,23,26,27, 29 and 30 measured general self-efficacy. The
second sub-scale, items 6,10,14,19,24, and 28 examined social self-efficacy. Norms
for the scale were based on 376 undergraduate introductory psychology students and 150
inpatient alcohol clients at a Veterans Administration alcohol treatment unit.
The SES predicted that people with increased belief in their competency would
have greater success with vocational, educational, and financial goals than individuals
who scored lower in these areas. This indicated the reliable criterion validity of the
instrument. Construct validity was established by a significant correlation (in the
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predicted directions) with other measures, such as the Ego Strength Scale, the
Interpersonal Competency Scale and the Rosenberg Self-Esteem Scale. Reliability of the
SES indicated internal consistency was good. The alpha for the general subscale was .86
and .71 on the social subscale.
Scoring of the instrument involved coding answers: A=l, B=2, C=3, D=4, and
E= 5. Items 3, 6, 7, 8,11,14,18,20,22,24,26,29 and 30 were reversed scored and
summed. There were seven filler items, 1, 5, 9,13,17,21 and 25 which were not scored.
The greater the score, the higher the level of self-efficacy expectations.
Procedures
The participants for this study were low-income, single, African American,
mothers, who were involved in the Welfare Reform Act of 1996. They were living in
public housing developments (projects), or Section 8 (subsidized apartments/houses).
They were receiving or have received governmental assistance (e.g., welfare, food
stamps) during the past year. Sixty females were randomly assigned to the experimental
(30 subjects) and control (30 subjects) groups.
Five steps were involved in this research process. A summary of this information
was presented below.
Procedure 1. Participants were contacted by telephone, letters and home visits.
Procedure 2. The study and the human subject issue were discussed with
participants who met the criteria for the study (Appendix A). Each
participant was required to sign an Informed Consent form
(Appendix B).
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Procedure 3. Participants in both the experimental and control group were
pre/post tested in their homes or at a neighborhood community
center.
Procedure 4. The experimental group received the following case management
interventions: Assessment, development of individual service
plans, linkage, coordination and referral of services, monitoring
and follow-up, advocacy and record keeping. The control group
was not introduced to this measure.
Procedure 5. Participants were assigned to one of three groups: Minimal/low (1-
5 contacts/month), Medium (6-10 contacts/month), and
Comprehensive/high (11 or more contacts) based upon current
level of functioning. These levels determined the extent and
number of case management contacts per month.
Data Analyses
The prediction of importance here, was that participants who were, treated with
the Case Management model, would adjust better in various social roles and have greater
confidence in their competency, than would participants, who were not exposed to the
Case Management model. Consequently, the correlations between the twelve case
management functions and the participant’s responses to the instruments previously
outlined were computed. Tests for significant differences between the treatment and
control groups were also conducted.
Chapter 4
Results
This study examined the effect of case management with low income African-
American single women on the different roles that individuals were engaged in during
their lives (i.e. parental, work and other social relationships), and their self-efficacy. The
study investigated the following hypothesis and two research questions:
Hypothesis
Low income single mothers’ levels of social adjustment and self-efficacy would
increase with participation in the case management system.
Research Questions
1. Will case management interventions increase the level of social
environmental functioning of low-income single mothers?
2. Are case management interventions significant in increasing client self-
efficacy levels?
The study was conducted during a ninety day period. A pre/post test research
design was utilized with 60 Research Participants in this study. Statistical analysis were
performed on the pretest and posttest measures that were collected, that is, demographic
data, case management interventions and self-report questionnaires. The results of these
data and analyses was presented m three sections, demographic data, case management
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interventions and the self-report information pertaining to the research questions.
Demographic Data
Research participants were asked to provide the following information: Age,
education, income, marital status, number of family members in the household and types
of employment. These results were presented in terms of descriptive analysis with
concentration on frequency, percentages, means, standard deviation and range.
Age
The mean age of the participants was 35.8333, with a standard deviation of
6.9530. The range showed that the youngest participant was 25 years of age and the
oldest was 66 years of age. (See Table 4.1).
Table 4.1
Participants’ Age
N Minimum Maximum Mean Std
Deviation
Age 60 25.00 66.00 35.8333 6.9530
The frequency distribution was depicted in Table 4.2 to show the precise ages and





Age Frequency Percent Cumulative
Percent
25.00 1 1.7 1.7
27.00 1 1.7 3.3
28.00 1 1.7 5.0
29.00 2 3.3 8.3
30.00 2 3.3 11.7
31.00 7 11.7 23.3
32.00 6 10.0 33.3
33.00 2 3.3 36.3
34.00 9 15.0 51.7
35.00 4 6.7 58.3
36.00 3 5.0 63.3
37.00 4 6.7 70.0
38.00 7 11.7 81.7
39.00 1 1.7 83.3
40.00 3 5.0 88.3
41.00 2 3.3 91.7
43.00 1 1.7 93.3
44.00 1 1.7 95.0
55.00 1 1.7 96.7
60.00 1 1.7 98.3
66.00 1 1.7 100.0
Total 60 100.0 100.0
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Education
As can be seen in Table 4.3, the mean level of education for the participants was
completion ofhigh school or technical school. Participants’ level ofeducation ranged
from less than high school (n=12 or 20%) to finished graduate school (n=l or 7%). Fifty-
one point seven percent (51.7%) of the participants in the study completed high school,
whereas 20% have a 12* grade or less educational level. Some participants started college
(16.7%) and 8.3% finished college. There was one individual, who started (1.7%) and




N Minimum Maximum Mean Std
Deviation
60 1.00 6.00 1.2833 1.1511
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Table 4.4
Frequency and Percentages ofParticipants’ Educational Levels
Education Frequency Percent
Less than high school 12 20.0
Finished high school/ technical
school /GED
31 51.7
Started college 10 16.7
Finished college 5 8.3
Started graduate school 1 1.7
Finished graduate school 1 1.7
Total 60 100.0
This information was coded, for analysis purposes, as one through six
respectively.
Income
Thirty percent (30%) of the study participants reported income in the range of
$10,001 - $15,000. There were 13 participants (21.7%), who had an income level of
$5,001 - 10,000. Twenty percent (20%) of the participants stated their income was in the
range of $15,001 - $20,000, while another 20% reported a range of $20,001 - $35,000.
The other 8.3% of the participants reported income at the minimum range 0 - $5,000
(3.3%) and the maximum range $35,000 - above (5.0%). (See Table 4.5) The mean level




Income Ranges Frequency Percent




$20,001- $35,000 12 20.0
$35,001- above 3 5.0
Total 60 100.0
Marital Status
The mean for marital status was 2.5333, which meant that most participants were
single and had nevermarried, or were either divorced, widowed or separated.
Specifically, sixty percent (60%) of the participants were single and had never been
married, and 28.3% were either divorced, widowed or separated. The other 11.7% were
either married (10.0%) or living with someone (1.7%). The frequencies and percentages
for marital status were presented in Table 4.6.
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Table 4.6
Frequencies and Percentages ofParticipants’ Marital Status
Marital Status Frequency Percent Cumulative
Percent
Married 6 10.0 10.0
Divorced/Widowed/Separated 17 28.3 38.3
Single (never married) 36 60.0 98.3
Living with someone 1 1.7 100.0
Total 6 100.0
Number ofFamily Members Living in Household
The mean number of family members living in the household was 4.0500 with a
standard deviation of 1.6614. The least number of family members in the household was
two and the largest number was nine. Twenty-six point seven percent (26.7%) of the
participants had three people living in the home. There were fourteen participants
(23.3%) who reported four persons living in the home. Responses from the other 50% of
the participants were presented in Table 4.7.
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Table 4.7




Frequency Percent Cumulative Percent
2 10 16.7 16.7
3 16 26.7 43.3
4 14 23.3 66.7
5 11 18.3 85.0
6 3 5.0 90.0
7 3 5.0 95.0
8 2 3.3 98.3
9 1 1.7 100.0
Total 60 100.0
Types ofEmployment
Thirteen point three percent (13.3%) of the participants were working in child care
settings. Seven participants (11.7%) reported working as cashiers. Four other job
classifications (cook -10%, clerk - 6.7%, counselor - 5.0 %, daycare teacher - 8.3% and
housekeeping -10%) comprised 40.0% of the participants work settings. The other
participants worked in various settings such as: Automotive technicians, clerical,
cosmetologist, driver, maintenance, outreach worker, receptionist, customer service, mail
sorter, medical assistant, nursing, parent aide, security guard, and warehouse worker.
Table 4.8 presents the fi:equencies and percentages for Participants’ Employment in each
of these job settings.
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Table 4.8
Frequencies and Percentages for Participants’ Employment
Types ofEmployment Frequency Percent








Customer Service 1 1.7
Daycare Teacher 5 8.3
Driver 2 3.3
Housekeeping 6 10.0
Mail sorter 1 1.7
Maintenance 2 3.3
Medical Assistant 1 1.7
Outreach Worker 2 3.3
Nursing 1 1.7
Parent Aide 1 1.7
Receptionist 2 3.3
Security Guard 1 1.7




The liiirty participants in the experimental group, received case management
interventions for a ninety day period. Based upon the number ofcase management
contacts, participants were identified as high, medium or low case management clients.
That is. High Level Clients (23.3%) received eleven to eighteen interventions. Medium
Level Clients (23.3%) received six to ten interventions, and Low Level Clients (53.3%)
received one to five interventions during a ninety day period (See Table 4.9). As
evidenced in Table 4.10, the average (mean) number of case management interventions
was 7.16, with the range being from three to eighteen.
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Table 4.9
























N Minimum Maximum Mean Std.
Deviation
30 3.00 18.00 7.1667 4.6837
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The Control group (N = 30) did not receive any case management interventions.
These participants were only asked to complete the self-report questioimaires.
It was interesting to note that participants reported similar problems in the
following areas: difficulties with children, spouse/significant others, family support, work
structiue and decreased welfare benefits. The major conflicts occurred in adjusting the
two roles ofmother and spouse to include the role ofwork. Participant’s stated their
children did not like the following changes: absence ofmother after school, babysitting
for younger siblings, assisting with dinner preparations, and increased household
responsibilities. Spouses/significant others had problems adjusting to work schedules and
changes in time (decreased) spent with participants, increased time spent alone with
children, and change in the household structure (i.e., increased cooking, cleaning,
and parenting responsibilities).
The work environment presented new challenges to both part-time and full-time
study participants. Participants reported difficulty in adjusting to early start times, length
ofwork day, social skills needed to interact with supervisors, co-workers and consumers,
communication skills, and the overall world ofwork structure. The researcher
implemented the case management core functions to assist participants in the
development ofproblem-solving and coping skills needed to solve or adapt to their
different roles.
Client identification
The sixty participants were interviewed by the researcher to determine eligibility
for the research study. Subsequent case management interventions were made by the
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researcher or designated case managers. Case managers were trained to complete self-
report questionnaires with emphasis on avoiding bias, engaging and listening skills and
referral procedures.
Client assessment
Each of the sixty participants completed a pretest and post test questionnaire.
These questionnaires assessed social role functioning and self-efficacy. Participants were
randomly assigned to either the experimental (30) group or control (30) group. The thirty
participants in the experimental group were interviewed to determine the type and level of
case management interventions required for participation in the study, which resulted in
the development of individual service plans for each subject.
Individual ServicePlanning (ISP)
The self - report questionnaire, the researcher’s interviews, and the case
manager’s contacts, were used to develop individual service plans for the thirty
experimental participants. The case managers were provided with the ISP’s for their
assigned subjects. Each ISP was discussed at the beginning of the study and was
reviewed during case management meetings. The designated case manager’s
implemented ISP modifications as directed by the researcher.
Linkage andReferrals
The Individual Service Plans provided case managers with knowledge of the
participant’s level of functioning, goals, and assisted in the identification of needed
services. This information was used to determine which agencies were appropriate and to
learn their referral process. Agencies involved in this study included, but were not limited
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to, the Atlanta Housing Authority, the Fulton County Department ofFamily and
Children’s Services, banks, GED and job training programs, employment agencies,
employers, head start/after school programs, the Atlanta Board ofEducation, medical and
other social service agencies.
Coordination
The coordination of services between the participant and various agencies, as well
as between agencies, were organized by the researcher and the case managers.
Coordination included scheduling appointments and verifying appointments with
participants and organizations. Case managers also assisted in arranging transportation
(i.e., by car, and assisted in obtaining bus routes and schedules).
Monitoring
Case Managers monitored participants based on their case management levels.
These levels were classified as: high (weekly), medium (2-3 times/month), and low (1 -
2 times/month). Case managers were also available to participants on an as needed basis.
Monitoring services included home visits, telephone calls, and contact with significant
others, social service and other agencies.
Outreach
The case managers original outreach efforts focused on contacting prospective
study subjects. They were provided with the subject’s names, addresses, and telephone
numbers. Initial contacts were made through telephone contacts and home visits. Case
managers also used tracking methods. This allowed them to locate participants at the
homes of significant others and relatives. Through the working relationships established
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with other agencies, case managers were also able to track participants through scheduled
agency appointments.
Advocacy
Case managers acted as advocates for the participants in a number of diverse
situations. Their role of advocate included providing support and emphasizing the
participant’s abilities and potential. They also stressed the significance and benefits of
case management programs. They also intervened in problem-solving and coping skills
situations. The case managers accompanied the subjects to intake appointments for GED
and job training programs, medical, and Department ofFamily and Children Services
appointments, school conferences, and apartment management meetings.
Record-keeping
Each case manager kept a log ofparticipant contacts and the activity completed.
This information was discussed at bi-weekly case management meetings. Any goals,
objectives, or activities that required modification were noted and implemented. Major
problems were referred to the researcher, and appropriate actions were taken.
Evaluation
Two methods were used to evaluate the participants in the study. A pre/post test
questionnaire was administered to the sixty study subjects to measure social adjustment
and self-efficacy. The second method (case study), was the development of Individual
Service Plans, and case notes for the thirty subjects randomly assigned to the
experimental group. These plans were developed based upon pretest results, the case
manager’s observations/interviews, the participant’s goals, and significant other’s views.
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Termination
This core function was the most difficult for the researcher to implement. Based
upon the case management definition, there were three reasons for termination, the client
no longer needed services, the case manager was changed, and the end of a research
project or funding. The researcher also included two other reasons, the client refused
services or died.
The study participants were given a list of support referrals based upon their
individual needs and performance during the ninety day study period. Participants were
encouraged to contact this researcher for future referrals. To date, the researcher has
maintained contact with ten of the study’s participants.
Research Questions
It may be recalled that there were two research questions posed for the current
investigation, namely:
1. Will case management interventions increase the level of social environmental
functioning of low-income single mothers?
2. Are case management interventions significant in increasing client self-efficacy
levels?
To determine the effects of case management interventions on social
environmental functioning for low-income single African-American mothers the data
from the Social Adjustment Scale (SAS-SR) were analyzed via T-tests. The level of self-
efficacy was computed by the Self-Efficacy Scale (SES). These data were also analyzed
via the Analysis ofVariance (ANOVA), where the score on the SES was the dependent
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variable and whether or not they received any case management interventions was the
independent variable. All participants (N = 60) completed both the pretest and posttest













This study utilized the five sub-scales of the Social Adjustment Scale-SelfReport
(SAS-SR): Work Role, Parental Role, Family Unit, Extended Family and Financial Role.
T-tests were performed to determine if there were any significant differences between the
groups. These analyses were discussed in terms of the following groups: Pretest
Experimental and Pretest Control groups. Pretest Experimental and Posttest Experimental
groups. Pretest Control and Posttest Control groups, and Posttest Experimental and
Posttest Control groups.
Even though random assignment was used to place participants in the
experimental and control groups, the pretest control group appeared to be better socially
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adjusted than the pretest experimental group, F (1,57) = 4.48, p<.03. The mean for the
experimental group was 39.2963 and M = 36.70 for the control group, (i.e., the lower the
number, the better the level ofadjustment). This result was not perceived as a problem for
the current investigation, given that the difference was detected during the pretest. It
would have been a problem ifno measures were taken before the intervention was
implemented. Furthermore, it was determined that this result substantiated the need for
intervention with the experimental group.
Pretest Experimental and Pretest Control Groups
When the data from the Pretest Experimental and Pretest Control Groups were
analyzed to determine where the differences occurred, two significant differences and one
marginally significant difference were revealed. This information was presented in Table
4.12 and subsequently discussed.
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Table 4.12
Pretest Experimental and Pretest Control
Question N Mean Std.
Deviation
Workrole














Some participants provided no answers for these items.
WorkRole
Question five asked the participants, “Have you been ashamed ofhow you do
your work in the past 2 weeks?” The pretest experimental group’s responses suggested
that they were more ashamed of their job performance (M = 1 -66) during the last two
weeks than the pretest control group (M = 1.03). However, this difference was marginally
significant, F(l, 57) = 3.33, p<.07.
ParentalRole
This item asked the respondents, “How have you felt towards your children these
last two weeks?” The pretest experimental group’s responses suggested that they felt
more affection (M = 1.50) towards their children than did the pretest control group (M =
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1.10),^ (1,57) = 6.41 E< .001.
Extended Family
The participants were asked to respond to this question about their parents,
brothers, sisters, in-laws, and children not living at home, “Have you been in contact with
any of them in the last two weeks?” The results suggested that the pretest control group
tended to have had more contact with their extended family (M= 1.03), than did the
pretest experimental group,M = 1.00, F (1, 57) = 4.45, p<.03.
Given the overall pattern of results, this type of information was helpful. The
responses from the Research Participants to the previously cited questions were tracked
and discussed further in related sections.
Pretest Experimental and PosttestExperimental
As stated previously, to determine the effectiveness of the case management
intervention, the SAS-SR was utilized. Results showed two significant effects and one
marginally significant effect between the Pretest and Posttest for the Experimental Group.
Work Role
When the Experimental Group was asked, during the pretest, “Have you been
able to do any work in the last two weeks?”, the responses indicated that they were less
able (M = 1.13) to do work during the pretest than during the posttest (M = 1.33),
F (1, 57) = 3.22, e<.07. The pattern of responses was in the expected direction, however
the difference was not significant.
ParentalRole
Respondents were asked, “Have you felt more affection to your child during these
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last two weeks?” Data suggested the pretest experimental group’s responses to the
question, indicated more affection towards their children (M = 1.50) than they did ninety
days later during their posttest period, M = 113, F (1, 57) = 7.90, p<.007. This result was
explained in terms of the impact ofemployment and energy levels. The implications were
presented in the Discussion chapter under the section Parental Role (Pretest Experimental
and Posttest Experimental).
Family Unit
The participants were asked, “During the last two weeks, have you been thinking
that you have let down your partner or any ofyour children at any time?” During the
pretest, the experimental group’s responses suggested that participants had let down their
partner or children more often (M = 1 -70), than they did after the intervention (i.e.,
posttest), M = 1.33, e<.04.
Table 4.13
Pretest Experimental and Posttest Experimental Groups





Pretest Experimental 30 1.1333 .3457 .07
Posttest Experimental 30 1.3333 1.8998
Parrole
Pretest Experimental 30 1.5000 .9002 .006
Posttest Experimental 30 1.1333 .5074
Famunit
Pretest Experimental 30 1.7000 1.0554 .04
Posttest Experimental 30 1.3333 .7581
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Pretest Control andPosttest Control Group
There were two questions that indicated either marginally or significant
differences between the pretest and posttest for the control group. These questions were
examined and discussed below.
ParentalRole
Respondents were asked, “How have you felt towards your children these last 2
weeks ?” The results showed that the control group felt more affection for their children
during the pretest (M = 1-10), than they did in the posttest,M = .90, F (1, 57) = 3.52,
P<.06. This difference was marginally significant, ( See Table 4.14).
Extended Family
Participants were asked, “Have you been worried about things happening to your
relatives without good reason in the last two weeks?” The pretest group’s responses
suggested that they worried more about relatives without reason (M “ 1 -48) than they
did on their posttest responses (M = 1.0), F (1, 57) = 6.43, p<.01. Table 4.14 depicts the
group statistics for this group.
Table 4.14
Pretest Control and Posttest Control Group
Question N Mean Std. Deviation Significance
Level
Parental Role
Pretest Control 29 1.1034 .3099 .065
Posttest Control 30 .9000 .7589
Extended Family
Pretest Control 29 1.4828 .8290 .014
Posttest Control 30 1.0000 .6433
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Posttest Experimental andPosttest Control Groups
There were foiir questions that indicated significant or marginally significant
differences between the posttest experimental and posttest control groups. The data were
analyzed with the ANOVA via the Statistical Package for the Social Sciences (SPSS).
Workrole
When participants were asked, “Have you felt upset, worried or
uncomfortable while doing your work during the last two weeks”, a marginally
significant effect was revealed (p<.08). The pattern of the responses suggested the
posttest experimental group’s responses indicated that they were marginally more upset,
worried or uncomfortable at work, than did the posttest control group.
Extended Family
This item was, “Have you been able to talk about your feelings and problems with
at least one firiend during the last two weeks?” It appeared that the posttest experimental
group discussed their feelings and problems more (M 1 -36), than did the posttest
control group, M = .93, F(l, 57) = 4.413, e<.04.
Participants responded to: “Have you avoided contacts with your relatives these
last two weeks?”. The posttest experimental group had more contact (M =1.60) with
relatives than the posttest control group, M = 1.03, F (1, 57) = 6.17, p<.01.
The two posttest group’s (experimental and control) responses to: “Did you
depend on your relatives for help, advice, money or fi-iendship, during the last 2 weeks?”
showed a significant effect. The posttest experimental group’s responses (M “ 1-66)
suggested that they were more dependent than the posttest control group,M = 1 -63, F (1,
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57) = 3.73, g<.05. This information was presented in Table 4.15.
Table 4.15




Posttest Experimental 30 1.3333 .7112
Posttest Control 30 1.0000 .6433
Xtendfam
Posttest Experimental 30 1.3667 .7184
Posttest Control 30 .9333 .5833
Xtendfam
Posttest Experimental 30 1.6000 1.2758
Posttest Control 30 1.0333 .9279
Xtendfam
Posttest Experimental 30 1.6667 .8841
Posttest Control 30 1.6333 1.3515
Self-Efficacy Scale
These analyses were discussed in terms of the following groups: Pretest
Experimental and Pretest Control groups, Pretest Experimental and Posttest Experimental
groups. Pretest Control and Posttest Control groups, and Posttest Experimental and
Posttest Control groups. The pretest and posttest sum scores for the experimental and
control groups indicated no significant differences between the experimental and control
groups.
Nonetheless, it was important to note that the experimental group’s posttest scores
were slightly lower, than their pretest scores which indicated movement in the expected
direction. That is, the lower the number, the more self-efficacy was evidenced. Although,
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sum scores provided no significant differences, group comparisons on the individual
survey questions indicated differences on four items on the Self-Efficacy Scale. The
results were discussed in this section in terms of the four group classifications
PretestExperimental andPretest Control Groups
When respondents were asked to respond to, “I like to grow house plants,” a
marginally significant effect emerged, e<.07. A marginally significant effect also
emerged, p<.07, when the respondents were asked to indicate agreement to the statement,
“When I set important goals for myself, I rarely achieve them.” A third item was, “I avoid
trying to learn new things when they look too difficult for me.” The pretest experimental
group avoided learning new/difficult things more (M= 1.53), than did the pretest control
group, M == 2.00, F(l, 57) = 4.34, e<.04. This information was presented in Table 4.16.
Table 4.16
Pretest Experimental and Pretest Control Groups
Individual Item N MEAN Std.
Deviation
SESl
Pretest Experimental 30 2.7333 1.5960
Pretest Control 29 2.6897 1.9106
SES7
Pretest Experimental 30 2.5333 1.7564
Pretest Control 29 1.9310 1.5337
SES22
Pretest Experimental 30 1.5333 1.0080
Pretest Control 29 2.0000 1.5584
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Pretest Experimental and Posttest Experimental Group
There was one question that showed significant differences between the
pretest/posttest experimental group in the expected direction.
SES2. “When I make plans, I am certain I can make them work.”
The posttest experimental group’s responses suggested that they were more able to make
plans work (M ~ 3.83) than they were during the pretesting period, M 3.23, F (1,57) =
4.50, e<.03, (See Table 4.17).
Table 4.17













Pretest Control and Posttest Control Groups
No significant differences were indicated between these two periods of testing.
PosttestExperimental andPosttest Control
The results showed significant or marginally significant differences for three
items on this scale.
SES4. This item was “If I can’t do a job the first time, I keep trying until I can,”
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however the results were only marginally significant 2 <-06. The posttest experimental
groups’ responses indicated they were more likely to employ problem-solving and
coping skills when approaching new tasks. As a result, this item supported the
assumption that this groups’ self-efiFicacy level would be higher than the posttest control
group.
SES13. This item was, ’’There is some good in everybody.” The posttest
experimental groups’ responses indicated, they felt there was some good in
everybody (M = 4.0), more than the posttest control group,M = 3.6, F (1, 57) = 3.75,
p<.05.
SES 30. This item was: “I do not seem capable of dealing with most problems
that come up in my life”. It seems that the posttest control group reported they were not as
capable, as the posttest experimental group in coping with problems. However this




Posttest Experimental and Posttest Control Groups
Individual Items N Mean Std.
Deviation
SES4
Posttest Experimental 30 4.1333 1.5477
Posttest Control 30 3.5000 1.9073
SES13
Posttest Experimental 30 4.0000 1.6400
Posttest Control 30 3.6333 1.9384
SES30
Posttest Experimental 30 1.4000 1.0034
Posttest Control 30 1.6667 1.4700
CHAPTER 5
Discussion, Conclusions and Recommendations
The objective of this study was to examine the effect of case management with
low income African - American single women involved withWelfare Reform. Case
management services focused on the different roles of the participants, (i.e. parental,
spouse, family, and work) and the participant’s level of self-efficacy. The intent of the
research was to provide data about the need of case management services for women
involved in Welfare Reform. Specifically, the researcher addressed the following
hypothesis and two research questions:
Hypothesis:
Low income single mothers’ levels ofsocial adjustment and self efficacy will
increase with participation in the case management system.
Research questions:
1. Will case management interventions increase the level of social
environmental functioning of low income single mothers?
2. Are case management interventions significant in increasing self-efficacy
levels?
These case management services were often provided by counselors working in
community settings. The following areas of research were discussed: findings.
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implications, and limitations. Recommendations for counselors, and future research were
also examined in this chapter.
The study supported the researcher’s view that low income African - American
single women, involved with Welfare Reform, needed case management services as they
became part ofmainstream society. This population has a history ofbeing stay at home
mothers with no work experience, or working short term low income jobs. Their use of
social skills and views on self competence were limited to their experiences within the
housing development projects and Section 8 communities. This population also needed
support from professionals (case managers and other social service agencies) as they
adjusted to the world ofwork, balanced their social roles (i.e. mother, spouse, extended
family, employee) and looked at their self competency in different environments. The
findings and analysis of this data were discussed in three sections, demographic data, case
management interventions, and the self report questionnaire utilized in the study.
Demographic data
The participants provided information about age, education, income, marital
status, number of family members in the household and types of employment. Each of
these areas were important factors in determining which case management services were
implemented. They also determined the effects ofWelfare Reform (i.e. decreased
benefits, length of time to receive benefits, and termination ofbenefits). Counselors, who
provided case management services needed to be cognizant of these factors as they
assisted this populationwith lifestyle changes.
Age
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The mean age of the participants in the study was 35.8333, and the range was
between 25 - 66 years of age. This data was significant because it indicated the wide
range of low income AMcan-American single mothers and grandmothers involved in
Welfare Reform. For the case manager, this range presented the challenge ofmodifying
services for clients in the three different developmental stages identified by (Berger,
1998): early adulthood (age 20 - 40), middle adulthood (age 40 - 60) and late adulthood
(age 60 death). Each stage represented different life experiences that were identified and
considered in the implementation of appropriate case management services.
Education
The educational levels of the study’s participants ranged from less than high
school, to the completion of graduate school. The majority ofparticipants (51.7%) had a
high school diploma or technical school certificate, whereas, twenty percent had not
completed high school. Participants in this study represented a broad educational range.
Case managers discussed with each participant their educational and work goals. As a
result, the researcher contacted various educational and work training programs, and
determined appropriate placements for participants. Based upon the individual’s
educational level, referrals were made to GED programs, work training programs and
employment opportunities.
Income
The participants in this study reported income levels that ranged from $0 -
$35,000. This implied that individual’s in this study were paying rent that ranged from
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$25.00 to $875.00 per month to live in the projects. These rental rates ($25.00 or 25% of
earned income) were based upon the formula utilized by the Atlanta Housing Authority.
When the researcher probed for the validity of the participant’s responses at both the
lower and higher income levels. Five participants admitted they guessed at their income
level. The one participant who reported income of $35,000.00, stated this amount
included money from her job, child support (not through the court system), candy
business, and other sources (would not disclose this information).
The Atlanta Housing Authority in Atlanta, Georgia was in the process of
reorganizing their housing policies. Changes included: demolition of housing
developments (projects), contracted with private property management companies,
increased the number of section 8 certificates, relocation of residents, and mixed income
communities. The participants level of income was important, because it assisted case
managers in their efforts to support this population, as they relocated to different
neighborhoods. Case managers also assisted clients with their new roles as working
people in working class neighborhoods.
Marital Status
The participants selected for this study were low income single mothers. The self-
report questiormaire used in the study, indicated 88.3% of the participants were single
(never married) or were either divorced, widowed or separated. This researcher
interviewed the six participants who reported being married to determine eligibility for
the study. Each participant stated they had not lived with their spouse during the past
year. Two of the women revealed they had never been legally married. While, four
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participants disclosed that they had never divorced their spouses. The one participant
living with a significant other had been involved in the relationship for less than one year.
Number offamily members living in the household
The mean number of family members living in the household was 4.0500, with a
range of two to nine. The U. S. Census Bureau (1997) reported 2.64 as the average people
per household. Sixteen (26.7%) of the research participants stated there were three
persons living in their households. This information was important because it questions
the validity of the statement, “Single low-income mothers have an excessive number of
children”. The household family structure was considered when developing individual
service plans for the participants.
Types ofEmployment
The participants in this study reported twenty-one different job classifications.
This researcher utilized the Occupational Scale Categories and Occupational Titles
(Hollingshead, 1975), to classify their job descriptions according to categories. As a
result, each of the participants were placed into one of the following four Occupational
Categories.
Category 02 - Unskilled workers - was the second lowest level of the
Occupational Scale Categories. There were seven (11.7%) of the participants, who met
the criteria for this category. Based upon the information in the participant’s self - report
questionnaire and this researcher’s face-to-face interviews, the following job titles were
appropriate for this category, cook (10%) and warehouse worker (1.7%).
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Category 3 -Machine Operators, and semi - skilled workers - The majority of
participants twenty-seven (45%) reported jobs in this category. The job titles included in
this category were: childcare (13.3%), counselor (5%), cosmetologist (3.3%), customer
service(1.7%), day care teacher (8.3%), driver (3.3%), mail sorter(1.7%) , outreach
worker (3.3%), nursing (1.7%), parent aide (1.7%), and security guard (1.7%).
Category 04 - Smallest business owners, craftsmen, skilledmanual workers,
tenantfarmers - corresponded with six job titles reported by 17 participants (28.3%). The
six job titles in this category were, automotive technician, clerk, housekeeping,
maintenance, medical assistant, and receptionist.
Category 05 - Clerical and sales workers, owners ofvery small business orfarm
- There were two job titles reported by the nine participants (15%) in this category,
cashier and clerical.
Based upon the self-reported income and the Occupation Scale Categories and
Occupational Titles, case managers utilized strategies that enabled the client to look at
both role satisfaction and self competence.
Results ofthe Social AdjustmentScale-SelfReport (SAS-SR) andSelf-Efficacy Scale
(SES)
The two research questions for this investigation were designed to determine the
effects of case management interventions on the social environmental functioning and
self-efficacy of low-income African-American single mothers. The Social Adjustment
Scale-SelfReport (SAS-SR) and the Self-Efficacy Scale (SES) were used to measure the
participants level of functioning in different social environments and their perceived level
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ofselfcompetency. The sixty participants were randomly assigned to either the
experimental or control groups. Each of the sixty participants completed a pretest and
posttest questionnaire. The researcher and the case managers were able to maintain a
100% subject retention rate by the use of two case management core functions,
monitoring and outreach with the experimental group. Participants in the control group
were contacted monthly to remind them of the post test questionnaire date.
SocialAdjustment Scale-SelfReport (SASSR)
The researcher was interested in how the participants coped with the different
roles in their lives. For this purpose, five subscales of the SAS-SR were utilized: Work
Role, Parental Role, Family Unit, Extended Family, and Financial Role. The work role
presented new challenges to the participants. Many had never worked or had worked part-
time. Those who worked full time, reported low pay and problems with employers,
supervisors and co-workers. Attendance and tardiness were also problem areas. When
presented with choices between work, parental and extended family roles, the work role
ranked third. Some participants admitted, they did not always notify employers before
their absence or tardiness.
The researcher and case managers discussed the pretest results. This information
was considered in the implementation of the following case management core functions,
individual service planning, coordination, linkage, referrals and evaluation. As designated
by the research design, the results of the control group were used to show correlations
between the two groups.
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Pretest Experimental and Pretest Controlgroups
The results of the pretest questionnaire suggested that the control group was better
socially adjusted than the experimental group. This factor suggested that among a given
number of single low income mothers, at least 50% were in need of case management
services to improve their social adjustment. There were three questions that indicated
significant differences. It seemed that the areas of concerns were the social environments
ofwork, parenting and extended family.
Work Role
The participants responses showed that the pretest experimental group was more
ashamed of their job performances than the pretest control group. Upon further probing
by the experimenter, the experimental group reported the following reasons for being
ashamed of their job performance, inappropriate job skills, and insufficient coping skills.
They were unable to handle changes in the household structure and the work
environment. They had difficulty with their roles as parent, spouse and extended family
members. They admitted the stress ofwork was new. They needed assistance in coping
with employers, supervisors, co-workers and the structure of the work world (i.e.,
tardiness, absenteeism, job completion and time lines). Subsequently, the researcher and
case managers discussed coping techniques and problem-solving skills with the
participants.
Parental Role
It may be recalled that significant differences emerged when participants were
asked “How have you felt towards your children in the last two weeks?” The
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experimental group stated they were more affectionate towards their children. They cited
the following reasons, their children were helping more with the household
responsibilities and their feelings ofguilt about being away from their children.
Participants admitted they were more tolerant and permissive with their children.
ExtendedFamily
After the intervention (case management), the experimental group had less contact
with family members because of the impact ofwork on their time. There was an increase
in the time spent away from their children, home, and with relatives. They reported
decreased number of telephone calls, home visits and social activities with relatives. Case
Managers helped the client become more self-sufficient. However, organizational and
time management workshops were needed so that family relationships were not disrupted.
PretestExperimental andPosttestExperimental
WorkRole
When the participants were asked about their workroles, the results indicated that
the posttest experimental group was able to work more during the posttest period, than
during the pretest two week period. It was assumed that the case management
interventions, as well as case manager support and education (coping techniques and
problem-solving skills) made an impact on the participants absenteeism rate and job
performance.
Parental Role
In contrast to expectations, results showed that the participants were more
affectionate during the pretest period, than during the posttest period ninety days later.
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Respondents, explained this change in association with their employment, and decreased
energy levels. They reported having decreased tolerance with their children’s attitudes,
and school related problems. They also reported a decrease in guilty feelings about
working and being away from the household. It was suggested that Case Managers helped
clients realize the impact oftheir employment status on their familial relations and
prepared the clients for change.
Extended Family
Participants reported during the posttesting that they did not let down either their
partner or children. This suggested the participants were using coping and problem
solving skills to balance their roles. This finding was substantiated by the clients report of
using strategies and techniques (i.e., schedules, relaxation activities) introduced during
the case management intervention.
Pretest Control andPosttest ControlGroup
Although, the control group received no case management services, there were
two questions that showed significant/marginally significant differences between the
pretest and posttest period.
Parental
The control groups responses to “How have you felt towards your children these
last two weeks?” indicated a change in their feelings towards their children. The control
group’s pretest scores indicated they were more affectionate towards their children at the
beginning of the study, than at the end of the study. This suggested that subjects would




The control group’s responses to “Have you been worried about things happening
to your relatives without good reason in the last 2 weeks?” implied they worried more
during pretesting. The researcher assumed that with increased parental and work roles, the
control subjects had less time to worry about relatives.
Posttest Experimental andPosttest Control Groups
Work Role
“Have you felt upset, worried or uncomfortable while doing your work during the
last 2 weeks?” The posttest experimental group was less upset, worried and
uncomfortable than the posttest control group. The researcher concluded the experimental
group appeared to be adjusting to their work environment. It also suggested the
participants were employing the coping and problem-solving skills that were part of the
case management interventions. Consequently, all clients who were making transitions in
the work force would benefit from case management.
The posttest experimental group were able to discuss their feelings and problems
more than the posttest control group. There was also a decrease in contact and
dependency on relatives. This indicated that the case management intervention group
were utilizing their support systems. They also relied more on their problem-solving and
coping skills, that is, increased self-efficacy.
Self-Efficacy Scale (SES)
There were no significant differences between the pretest and posttest sum scores
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for the experimental and control groups. However, the experimental group’s post test
scores were slightly lower which indicated movement in the expected direction. This
finding was important to this study, because it suggested that although participants were
randomly assigned, the subjects in both groups had similar views about their self-efficacy.
This supported the validity of the cohort.
Although, the overall scores showed no significant differences, there were
differences among groups on the individual survey questions. Eight items appeared to be
important. These items were discussed in subsequent sections of this chapter.
PretestExperimental and Pretest Controlgroups
The three items that indicated differences here were,
1. “I like to grow house plants.”
2. “When I set important goals for myself, I rarely achieve them”; and
3. “ I do not handle myselfwell in social gatherings.
The pretest experimental group reported their self-efficacy in these areas as higher than
the pretest control group. These items were considered when case managers assisted the
participants in identifying short-term attainable goals.
PretestExperimental andPosttestExperimental Group
The responses of the experimental group during the pretesting and posttesting
period to the question, “When I make plans, I am certain I can make them work,” implied
a significant difference. The posttest experimental group was more able to make plans
work. This group reported they adjusted their parental and extended family roles to
accommodate their added role of the work enviromnent. Participants reported making
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plans with their children to assist in household responsibilities. These plans were
discussed and modified with assistance from case managers.
Pretest Control andPosttest Control Groups
There were no significant differences during the pretest and posttest period for
the control group. This led the researcher to assume that if case management
interventions had been implemented, perhaps there would have been some changes in the
control group.
PosttestExperimental andPosttest Control Groups
The posttest experimental group’s views about people and their self-efficacy were
more positive than the posttest control group at the end of the ninety day pretest^posttest
period. The responses to these items “If I can’t do a job the first time, I keep trying until I
can.”, “There is some good in everybody.”, and “I do not seem capable of dealing with
most problems that come up in my life.” indicated that the posttest experimental group
were coping with problems and challenges that effected their different roles. The
researcher concluded, that exposure to case management interventions, resulted in
positive convictions about their children, parental and work roles.
The Social Adjustment Scale-SelfReport (SAS-SR) indicated the pretest
experimental group and posttest experimental group showed improvement in social
adjustment. The research for this study implied the case management interventions were
effective in increasing social adjustment in the numerous social environments for this
population. The results obtained from the Self-EfiBcacy Scale (SES) showed no
significant differences between pretesting and posttesting ofboth the experimental and
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control groups. However, there were significant differences between the experimental
group and the control group. This indicated the case management services impacted the
experimental group participants.
The results ofboth the SAS-SR and the SES supported the researcher’s hypothesis
that case management services were an appropriate and effective mode of treatment for
this population. Overall, the social support provided by case managers, which utilized the
core functions, had a positive impact on social adjustment and self-efficacy skills.
Limitations ofthe Study
There were limitations to consider when interpreting the results of this study. One
of the most important components of case management was the commitment of both the
case manager and the client to a long term support relationship. This study was conducted
during a three month period. It was the researcher’s opinion that although response
patterns indicated differences in the expected direction, this was not an adequate time
period to fully implement an effective case management program.
The second limitation was that case management was not a component of
traditional counseling, although the techniques utilized were associated with community
counseling and social work. Counselors looking to employ traditional counseling
strategies may be fitistrated with this mode of treatment.
Another limitation for consideration was the population selected for this study.
The researcher examined only low income single African-American women affected by
Welfare Reform. Consequently, the results were representative ofthis population. This
was not to suggest that other races/nationalities (i.e. Caucasians, Asians, and Hispanics,
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etc), who were excluded firom the study based upon the criteria of race, were not involved
inWelfare Reform and faced the same challenges.
Finally, case management was a relatively newmode of treatment in the Mental
Health field. There was limited information about implementation and research in this
area. These limitations should be considered by counselors, who attempt to replicate or
integrate this study into treatment and research studies to obtain empirical data about the
effectiveness of the case management system.
Research Implications
Although the case management system has been examined and implemented by
many mental health and health disciplines, (i.e., the mentally ill, substance abusers,
HTV/AIDS patients, teen mothers, the homeless, geriatric patients and welfare reform
mothers) during the past twenty years, there was no universal model of case management
treatment. Also, there was insufficient empirical data to support complete acceptance of
the concept. Therefore, counselors should be cognizant of opportunities to conduct
research in this area. Governmental funding sources, (i.e. private, federal, state, county
and local) for community counseling were available. Training in this area (grant
proposals) would allow counselors to apply for funds to support non-traditional (i.e. case
management) counseling strategies and techniques.
Although, case management interventions measured both quantitative and
qualitative interventions, the majority of data was qualitative. The data obtained in this
study were both quantitative and qualitative. The importance ofquantitative data was not
as recognized or accepted, as qualitative data in the area of research. Community
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counselors should advocate for both qualitative and quantitative data that would measure
interventions (i.e. case management) appropriately. Longitudinal studies were also
warranted.
Although this study focxised on African Americans, future research should include
other races that were affected by Welfare Reform. It was suggested that future researchers
employ members of the same race as case managers to ensure validity of the study.
Recommendationsfor Counselors
Community counselors were no longer limited to providing services in mental
hospitals, community mental health centers, private psychiatric hospitals, or private
practice. There were opportunities available for community counselors in behavioral
science, education, and public health. Governmental and educational research institutes
often utilize counselors in different or multiple capacities (i.e. data collection, life skills
training, parenting sessions, and community organizer).
It was essential that community counselors be trained to function in diverse
community enviromnents. They should also be educated in coping and problem solving
skills, associated with different populations such as: HTV/AIDS, the homeless, teen
mothers, welfare reform mothers, homosexuals, and refugees. Counseling techniques,
case management components, liaison services, and community advocacy would have to
be employed. Counselors were also required to implement community models such as,
“The Communities That Care Prevention Model”, Wong, et. al., (1997).
Conclusions
Case Management is an important component ofcommunity counseling.
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Although, the case management system has been utilized directly or indirectly since the
1800's, there is still a need for empirical studies, and a universal model of treatment. This
research study has examined the effect of case management as a mode of treatment for
low income single African-American mothers. The participants in the experimental
group’s levels of social environmental functioning and self-efficacy were influenced by
the case management intervention. This population has experienced a change in lifestyle
(i.e., decreased governmental entitlements), and adjustments in social roles, especially the
world ofwork. Case management was essential as they attempted to cope with these
social environmental challenges. Case managers were able to provide a strong support





I am conducting research on case management services with single mothers. I
would appreciate your participation in this study. The objective of this study is to
examine the effect of case management services on social adjustment and self-efficacy.
Your name will not be used for any purpose and all standards and ethics of
confidentiality will be maintained. The outcomes derived from this study will be used for
a dissertation in partial fulfillment of a Doctoral Degree at Clark Atlanta University. If
you agree to complete the questionnaire/survey, it will be assumed that you are
consenting for this data to be used in presentations and published reports.
I would like you to complete a questionnaire. Diuing the next 8 weeks, you will
be contacted either weekly, bi-weekly or monthly. At the end of this period, you will be
asked to complete the questionnaire again.
Any questions or comments about the questionnaire may be addressed to me at
404/727-8592 or to Dr. Eugene Herrington at 404/880-8517.1 would like to thank you in







I am conducting a survey with single mothers about case management services. This
information is being gathered as part of a research study for use in a dissertationin partial
fulfillment of a Doctoral Degree at Clark Atlanta University.
By signing below, I understand that:
• I am agreeing to complete a questionnaire;
• The information obtained from the questionnaire will be used in a report;
• Personal information will be kept confidential. My name will not be used in any
reports to any individual, institution or government agency;
• Survey staff have my permission to discuss personal information about me to
develop a case management service plan for me;
• Survey staffwill contact me either weekly, bi-weekly or monthly;




Any questions or comments may be addressed to Debra L. Couch at 404/727-8592 or
Dr. Eugene Herrington at 404/880-8517.
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